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Scant research explores positive practice within specialist inpatient services for 
service users (SUs) with a diagnosis of borderline personality disorder (BPD). Few 
collaboratively developed models of psychological formulation exist despite it being a 
possible support for positive practice for SUs with a diagnosis of BPD.  
This research employed a two-stream Mixed Methods-Case Study design to address 
these gaps. In Stream 1 an interview-based case study of SU (n = 6) and staff (n = 10) 
perspectives on a positive practice specialist ward (Poppy) identified explanatory factors of 
positive experience as well as barriers. Psychological formulation was identified as a means 
to support existing positive practice while addressing identified barriers, including the care-
planning processes. Stream 2 entailed a mixed-methods acceptability exploration of the 
model of formulation developed collaboratively for this research (the Personal Narrative 
Model; PNM). This included a focus group with Poppy staff (n = 7) and an online phase of 
qualitative and quantitative surveys (n = 26) and interviews (n = 8) with a wider practitioner 
and lived experience sample. 
Findings revealed positive practice is defined by staff and SUs as good relationships, 
staff specialist training and knowledge, and sharing responsibility for risk and recovery. 
Care-planning was seen as collaborative, but staff found the process lacks meaning. The 
PNM was suggested to address this. Logistical and other barriers impeded its implementation 
at Poppy; however, the online phase confirmed general acceptability. Participants reported 
support would be required to address the risk of narrative for staff and SUs. Overlap across 
participants and research phases identified both implementation challenges (e.g., staff 
resistance and barriers to collaboration) and ways to address them.  
The contribution to knowledge includes: (a) explanatory factors of positive 
experiences in a specialist context; (b) acceptability of the PNM, which possibly addresses 
less positive practice (aversion to narrative; theoretical incoherence of care-planning); and (c) 
challenges of applying new practices in a specialist inpatient context and recommendations 
for their management.  
 
Keywords: Mixed Methods-Case Study; borderline personality disorder, specialist inpatient 
ward, psychological formulation, positive practice, collaborative practice
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1. Chapter 1 Introduction and Context 
Through this thesis, I aimed to gain insight into positive practice in specialist inpatient 
services for service users with a diagnosis of borderline personality disorder (BPD), a 
diagnosis thought to pose a particular therapeutic challenge (Bowen, 2013). Little research 
exists on positive practice or ‘what works,’ especially in specialist services. This research 
explores the perspectives of staff and service users on a positive practice ward through the 
use of case study.  
Barriers to positive practice continue to exist even in a positive practice context, 
particularly those related to the care-planning process. Psychological formulation was 
proposed to address these barriers as well as support existing positive practices. Few 
formulation models exist that were developed collaboratively. This research involved the 
development of such a model, the Personal Narrative Model (PNM) to address needs ‘on the 
ground.’ The acceptability of the PNM both in the context of the specialist ward and 
elsewhere was explored using mixed methods.  
The journey to this thesis has been circuitous; Appendix A provides a narrative account 
of this process.  
 
1.2 Context 
A description of the context of this work is of central importance to situate the 
research and provide overall coherence.  
Years prior to this research taking place, an organisation within the East of England, 
here referred to as ‘Enhance’ worked together with their local National Health Service (NHS) 
Trust to reduce the use of coercion, specifically restraint, by improving service user 
experiences of services. Two advisory groups (one comprised of service users and another of 
staff) in addition to a multidisciplinary steering group informed their initiative, which 
included research, policy changes, upgrades to physical ward environments, and staff 
training. Enhance was largely successful in its mission with a dramatic decrease in the use of 
restraint and improvement in overall service user experiences. This combined with a research 
and training initiative on shared decision making (SDM) created an apparent cultural shift. 
One ward, which has been assigned the pseudonym ‘Poppy’ throughout this thesis, 
particularly benefitted from this service renaissance. Poppy ward is a specialist inpatient ward 
for women with diagnosis of personality disorder, mainly borderline personality disorder 
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(BPD). Poppy has approximately 10 beds (number approximate to maintain anonymity) and 
offers two 6-month rounds of Dialectical Behaviour Therapy (DBT), a treatment developed 
by Marsha Linehan (Linehan & Kehrer, 1993) specifically to address the difficulties faced by 
service users with a diagnosis of BPD. DBT theory of BPD involves two components: the 
biological, which assumes service users with a diagnosis of BPD experience emotional 
dysfunction because of a biologically (although not necessarily genetically; Linehan, 1993) 
determined emotional vulnerability, and the social-environmental, which refers to early 
invalidating experiences and responses. DBT is derived from Cognitive Behavioural Therapy 
(CBT) and principles of the Zen Buddhist tradition. Its key features of implementation 
involve individual therapy sessions along with group sessions. 
 BPD is a particularly contentious psychiatric diagnosis (Campbell et al., 2020; Duff 
et al., 2020). Critical researchers believe BPD is a gendered diagnosis (Ussher, 2013), 
construed as an ‘exaggerated femininity’ that pathologizes self-harm, anger and impulsivity, 
all features of the BPD diagnostic criteria. 50-80% of those given this diagnosis are women 
and it is highly stigmatised in the mental health community (Ussher, 2013). Despite evidence 
to indicate the possibility of ‘full clinical recovery,’ a history of BPD being seen as 
‘untreatable’ has often resulted in widespread therapeutic nihilism, according to Campbell 
and colleagues (2020). Unhelpful perceptions around this ‘group’ being difficult to work 
with, impossible to rehabilitate, and manipulative abound (Bowers, 2005); however, research 
demonstrates individuals who receive this diagnosis tend to have experienced trauma and 
thus are likely to be reacting to their current environments and interactions in understandable 
ways. Psychotropic medication has been found to be commonly administered to service users 
with a diagnosis of BPD, with low rates of psychological treatment offered (Hermens et al., 
2011; Kadra-Scalzo et al., 2021).  
Poppy ward management began implementing SDM and positive risk taking (PRT) 
practices shortly after the inception of Enhance and have continued since. The ward now only 
treats service users who attend voluntarily and has abandoned restraint, seclusion, and rapid 
tranquilisation practices. It is particularly important to highlight Poppy’s orientation towards 
recovery-promoting practices as well as their rejection of coercive practices given the 
practices and attitudes which exist on other inpatient wards. Research indicates service users 
with a diagnosis of BPD often feel coerced into involuntary admissions (Stapleton & Wright, 
2017) and are given little choice in treatment decisions, particularly in relation to medication 
(Borschmann et al., 2014). There is a further perception that any form of noncompliance is 
pathologized (Warrender et al., 2019). Damsa and colleagues (2007) described 80% of 
THE IMPORTANCE OF BEING HUMANE 
 
 3 
participants in their study being restrained before they were given medication. Thus, relative 
to mainstream services, Poppy’s progressive attitudes are uncommon and its context is 
unique amongst services for individuals with a diagnosis of BPD. This is important to bear in 
mind while interpreting the results presented within this thesis and their situatedness.   
As a next stage following the success of these interventions, Enhance commissioned 
this studentship with the view that the unique context presented by Poppy ward allows for an 
exploration of both its existing positive practices as well as ways to extend them. 
Psychological formulation has been identified in the literature as a positive practice tool (see 
Chapters 2 and 7) and was endorsed by Poppy gatekeepers to possibly offer the means to 
address the gaps identified in Poppy ward, including the need to improve the care-planning 
process while continuing to support existing positive practices.  
This research setting offered an opportunity to explore how psychological formulation 
may be useful to both service users with a diagnosis of BPD and those who work with them 
in the context of a specialist personality disorder service. Further, this context allowed for an 
investigation of whether a formulation model developed in collaboration with a local Service 
User Advisory Group (SUAG; see Chapter 4) would be acceptable to Poppy ward staff 
alongside a wider online investigation exploring both mental health practitioners and those 
with lived experiences’ views of acceptability.  
 
1.3 Aims and Research Questions 
The aims identified for this research include: 
1) To explore staff and service user experiences of treatment on a positive practice 
ward; 2) to describe the development of the PNM, a collaboratively developed model of 
psychological formulation; 3) to explore the acceptability of the PNM in a specialist 
inpatient context; and 4) to explore the wider acceptability of the PNM. 
To address these four aims, the research entails two streams of research that address 
the following research questions.  
1.3.1 Stream 1 
1. What factors do members of a multidisciplinary team (MDT) believe are involved 
in the operation of a positive-practice specialist ward for service users with a 
diagnosis of personality disorder?      
2. What factors do service users believe are involved in the operation of a positive-
practice specialist ward for service users with a diagnosis of personality disorder? 
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1.3.2 Stream 2 
3. What does a model of psychological formulation, collaboratively developed alongside 
local stakeholders to address their needs, look like? 
4. What are specialist inpatient staff views of the PNM and its acceptability? What are 
the enablers and barriers? 
5. What are wider stakeholder (clinicians and/or individuals with lived experience of 
mental health difficulties) views of the PNM and its acceptability? What are the 
enablers and barriers? 
 
 1.4 Contribution and Main Findings 
This thesis adds to the existing body of research on positive experience of specialist 
inpatient services. The results further support that service users value humane, friendly, 
normalising treatment and that this is possible to provide in a context of specialist services. 
The findings relating to care-planning offer an inverse pattern compared to that found in 
existing research (Coffey et al., 2019), which may indicate the need for care-planning 
approaches to cohere with the theoretical modality in operation within a service in order for it 
to be implemented and experienced meaningfully. The PNM is one of the few known models 
of formulation to be developed collaboratively. Findings indicate it supports positive care and 
has the potential to support and enhance positive care practices, including SDM, PRT, and a 
whole-person approach. Challenges for and enablers of the PNM’s implementation are based 
on a host of perspectives, practitioners and participants with lived experience alike. 
Substantial overlap in perspectives was found, which offers insight for future researchers and 
application in other settings.  
The case study found that positive experiences of treatment for both staff and service 
users are contingent on good relationships defined by a sense of friendly community; sharing 
of responsibility for recovery and risk; and specialist staff knowledge and understanding of 
DBT and BPD through training and experience. Findings demonstrate that SDM and PRT are 
possible within the applied context of specialist services and suggests possible enabling 
factors. The combination of these factors was thought to result in the avoidance of coercive 
practices. Staff and service users’ experiences of care-planning diverged in that while both 
believed its process to be collaborative, service users indicated their experience of care-
planning was helpful and positive while staff questioned the meaningfulness of the process.  
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Psychological formulation was identified as a possible support for meaningful care-
planning as well as to support and enhance existing positive practices (PRT, SDM, 
therapeutic relationships). A collaboratively developed model of psychological formulation, 
the PNM, was thus developed. Using mixed methods, the PNM was tested for its 
acceptability with both specialist staff as well as a wider (online) sample of mental health 
practitioners and individuals with lived experience. This revealed the PNM’s general 
acceptability alongside challenges to and enablers of its implementation within services. 
Possible challenges included staff resistance to change, barriers to collaboration with service 
users, and the possible risks involved for both staff and service users by addressing past 
experiences. Enablers included the PNM’s focus on strengths, its support of collaboration, 
and its accessibility. Strategies to assist in ‘selling’ and embedding the PNM in services were 
elucidated, including strategies to collaborate meaningfully with service users and support the 
risks presented through the development of narrative as well as its facilitation in services 
through continuous on-site support.  
 
1.5 Positionality 
I am a white, female, non-professional, junior researcher from Canada who came to 
this research with very little knowledge of or exposure to either inpatient mental health 
services or the active and debate-fraught world of mental health ‘behind the curtain’ of 
mainstream understanding. My journey towards alternative understandings of mental health 
and beginning to question conventional knowledge has been a large and important part of my 
PhD process. The position I landed on seeks to move beyond binary understandings of mental 
health and its attendant ideological debate to the position that whatever approach is helpful 
for an individual, service user, patient, carer, or family and the professional with whom they 
work is likely the ‘right’ one. Similar to the Foucauldian post-structuralist approach to 
critique taken up by prominent critical suicidologists (Foucault, 2019; White & Morris, 
2019), the approach here, in line with critical realism, is that services should work alongside 
service users to identify ‘what works, for whom, and in what circumstances’ (Tikly, 2015).  
 
1.6 A Note on Language 
I will be using recovery-based language to refer to those who access services while 
acknowledging there is a lack of consensus about what is considered inclusive language. 
‘Patient’ has been contested, as has ‘survivor’. ‘Service user’ is not without criticism either 
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(Simmons et al., 2010) but is the most commonly employed term for individuals I refer to 
throughout this research (those who are accessing or ‘using’ services). Thus, ‘service user’ is 
this term I use, which aligns with the uneasy compromise taken by others (Faulkner, 2017). 
Those participants recruited outside the mental health system are referred to as having ‘lived 
experience’ (of mental health challenges). I also endeavour to use less clinical or medical 
terminology, both in alignment with a more psychosocial perspective on how best to 
understand mental health, but also to make this research more widely accessible to readers. 
For example, instead of ‘mental illness’ I use the term ‘mental distress’ or ‘mental health 
challenges,’ while again acknowledging the imperfect use of these terms (Pilgrim, 2020).  
The use of the term ‘positive practice’ throughout this research is an attempt to 
encapsulate the widely reported features of practice experienced positively by service users 
and staff (see Chapter 2), including but not limited to those related to ‘personal recovery’ 
(Slade, 2009), ‘trauma informed practice’ (Sweeney & Taggart, 2018); SDM (Slade, 2017); 
and PRT (Stickley & Felton, 2006). Thus, it should be understood as a broad term not to be 
attached to any one of these approaches in particular.  
 
1.7 Organisation of the Thesis 
Within this first chapter, I introduced the research, including the aims, research 
questions, major findings, and contributions. I have described the context of this research, 
including the setting’s cultural transformation which provides the cradle for this research. I 
have included a self-reflection which positions me within the research, and I explained my 
approach to language.  
Chapter 2 presents the literature review. This is the first of two chapters to convey the 
current state of relevant research and to identify existing gaps; this is in line with the 
approach taken by Kent (2011) and Nicholson (2018) to address topics at ‘strategic points.’ 
This chapter focuses on the topic of ‘positive practice’ for staff and service users within 
inpatient settings, as well as the barriers to these practices. Specific practices that support 
positive experiences are explored, including SDM, PRT, and psychological formulation.  
Chapter 3 describes the approach to methodology. The research aims and research 
questions are restated, which provide a justification for the methodology and methods 
selected for this research. Mixed methods and case study approaches are separately 
explained, as is the Mixed Methods-Case Study (Guetterman & Fetters, 2018). The methods 
are explored in turn, as are data analysis and ethical considerations.  
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Chapter 4 accounts for the theoretical framework adopted for this research (critical 
realism) including the epistemological and ontological positioning taken. Patient and Public 
Involvement (PPI) is described, as well as the SUAG and their involvement throughout this 
research.  
1.7.1 Stream 1 
Chapter 5 entails an account of Poppy ward staff interviews and their account of good 
practices. The main themes developed included (a) ‘really, really good’ relationships, (b) 
culture of empowerment, and (c) team support and development. 
Chapter 6 entails an account of Poppy ward service user interviews relating to their 
views of good practices. The four main themes the group developed were (a) shared 
responsibility and power; (b) everyone takes care of each other; (c) staff are uniquely skilled 
and experienced and (d) a healthy and helpful place.  
1.7.2 Stream 2 
Chapter 7 describes a literature review of psychological formulation, conducted to 
identify the strengths and gaps of existing research on psychological formulation. A 
description of the development of the PNM, beginning with a rationale for its development 
followed by its philosophical foundations is provided along with an account of influential 
documents. The Power Threat Meaning Framework (PTMF; Johnstone et al., 2018), which 
had a particular influence on the development of the PNM is described at length and an 
account of common critiques is provided as well as rebuttals. Iterations of the PNM, 
including a description of specific recommendations for amendments is provided, as is the 
final Model and a description of its components. The chapter concludes with a description of 
the Poppy ward staff training on the PNM.  
Chapter 8 conveys the results of the Poppy ward staff focus group, which followed 
the staff training. The four themes developed included (a) strings left untied; (b) meet staff 
where they are at; (c) PNM could add meaning and coherence; and (d) the proof of the 
pudding is in the eating.  
Chapter 9 conveys the online acceptability study with its online survey and 
interviews. Quantitative findings are reported and include an identification of risks which are 
explored through the qualitative results. Qualitative acceptability findings involved the 
development of four themes: (a) a warm welcome to alternatives to the biomedical model; (b) 
the PNM’s legitimacy; (c) predicted practical utility of the PNM; and (d) PNM as inclusive 
but unproven. Implementation of the PNM involved the development of five themes, 
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including (a) embedding through training; (b) resistance as default; (c) what hinders and 
helps collaboration; (d) narrative and talking about past events is distressing; and (e) possible 
applications and adaptations of the PNM. 
Chapter 10 presents the discussion, which describes the key findings of the research, 
how they relate to the wider literature, the contribution to knowledge offered by this research, 
its practical and clinical implications, limitations, and suggestions for future research.  
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2. Chapter 2 Literature Review 
2.1 Chapter Overview 
In this chapter, I begin by addressing the protocol I adopted for searching the 
literature for relevant research. I subsequently explore the questions, (a) ‘What does positive 
practice in the inpatient setting look like?’ (b) ‘What specific practices/orientations are 
thought to promote positive practice?’ and (c) ‘What are the barriers to positive practice?’ 
The literature addressing the first question involved themes relating to good relationships, the 
role of relationships in minimising the use of coercion, the importance of collaboration, and 
safety. Themes relating to answering the second question included recovery, psychological 
formulation, SDM, and PRT. Themes developed in answer to the third question involved 
coercion and its experience as well as its negative consequences, service user violence, 
involuntary care, overburden of staff, overburden of limited resources, and limited 
therapeutic engagement. A section on how BPD care aligns and differs from the rest of the 
literature is offered. The chapter concludes with a synthesis of the gaps identified in the 
literature.  
 
2.2 Search Strategy 
To address the questions asked within this literature review, an initial scoping search 
of Google Scholar was performed, the results of which guided the development of each topic 
and subtopic detailed below. Following topic identification, PsycInfo, Medline and CINAHL 
were further consulted. Search terms employed included, “mental health,” and “inpatient” or 
“acute” combined with the topic term, for example, “relationships”. Searches began with 
‘systematic review’ or ‘review’ with preference given for literature relating to inpatient 
experiences; however, other settings deemed relevant were also consulted and where they are 
included, this is noted. Reference lists of articles included in the review were additionally 
cross-referenced for other relevant articles. ‘Grey’ literature was consulted and included 
where relevant, and the Clinical Psychology Forum was searched separately as articles 
published there do not typically emerge from standard database searches. Preference for 
evidence from the UK was given; however, literature from other Western countries deemed 
relevant were included given their similar cultural views towards mental health and the 
operation of mental health services. Countries of research origin are noted where relevant.  
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2.3 What Does Positive Practice in the Inpatient Setting Look Like? 
2.3.1 Good Relationships as Valued Part of Inpatient Care 
2.3.1.1 Relationships Important for Positive Experiences for Staff and Service 
Users. In existing studies, positive experiences of treatment for both service users and staff 
appear to hinge on the relationships they experience with others. The importance of the 
relationship between staff and service users has been noted, particularly by Peplau (1952), 
whose Interpersonal Relations Theory recognised relationships as foundational to nursing 
practices. The relationship between staff and service users is sometimes more formally 
operationalised as ‘therapeutic alliance’ or the ‘therapeutic relationship’ and is somewhat 
interchangeable in the literature with staff-service user relationships more broadly, making 
the distinction of the two (if one exists) murky. The ‘therapeutic relationship’ itself is 
ambiguously defined (Moreno-Poyato et al., 2016).  
In two recent systematic reviews, Wood and Alsawy (2016) as well as Woodward, 
Berry and Bucci (2017) found positive experience of relationships plays an important role in 
treatment satisfaction. Staff supportiveness and accessibility were found to be highly related 
to satisfaction, with relationships with nurses yielding the highest rates of satisfaction for 
service users (Woodward et al., 2017). Beyond satisfaction, McAndrew and colleagues 
(2014) as well as others (Priebe et al., 2011; Hewitt & Coffey, 2005) argue the development 
of therapeutic relationships precedes beneficial outcomes for service, including treatment 
effectiveness (Berry et al., 2012; Marziali, 1984).   
Stapleton and Wright’s (2019) meta-synthesis indicated the most prevalent theme 
discussed by service users with a diagnosis of BPD in relation to what features of the 
inpatient experience are important is contact with staff and fellow service users. This theme 
was characterised primarily by the opportunity to talk and be listened to; Acford and Davies 
(2019) similarly found services users with a diagnosis of BPD emphasise positive 
relationships with staff in inpatient care. Being denied the opportunity to talk with staff was 
experienced as unhelpful, a relatively common experience on inpatient wards. 
In their exploration of whether contact with services is helpful for service users with a 
diagnosis of BPD, Morris and colleagues (2014) found a key determinant is that ‘it’s all 
about the relationship,’ which was echoed in Gillard and colleagues’ (2015) interview-based 
study relating to ‘understanding recovery in the context of lived experience of personality 
disorders’ which utilised a collaborative piece of research alongside consumer researchers 
jointly involved in conducting interviews and analysing data. Morris and colleagues (2014) 
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indicated that because interpersonal difficulties form the central core of distress for many 
service users with a diagnosis of BPD, the major goal of care should be to support service 
users to develop a positive relationship with staff. Gillard and colleagues (2015) expanded 
their conceptualisation of relationships to include both positive personal relationships and 
broader social interaction. While Gillard and colleagues (2015) emphasised the need for 
services to provide space in which positive relationships can be nurtured, Morris and 
colleagues (2014) reported participants felt that many staff were either unable or unwilling to 
dedicate the requisite time for this to occur.  
The importance of the therapeutic relationship has naturally led to an interest in 
measurement and standardisation. However, as Moreno-Poyato and colleagues (2016) and 
others (Cahill et al., 2013; Cameron et al., 2005) have argued, relationships are built in a 
multitude of ways using a variety of therapeutic modalities and interventions. Service users 
and staff will also have varying needs and preferences, making standardisation and 
measurement a ‘thorny issue.’ However, trust and respect, described below, are specific 
qualities service users value, and may be integrated and supported through standardised 
practices, training, and, possibly, specific models.   
 
2.3.1.2 Comparing Staff and Service Users’ Perspectives of Relationships. In a 
review of therapeutic engagement in acute inpatient wards, McAndrew and colleagues (2014) 
indicate that for mental health nurses to provide ‘sensitively attuned nursing care,’ staff need 
to develop the therapeutic relationship. This supports service users to share their experiences 
and adequately contextualise their distress. To facilitate the development of this relationship, 
service users value positive attitudes, feeling listened to, and feeling that staff are 
trustworthy. Mental health nurses feel similarly, although with a greater focus on skills. Staff 
emphasise their ability to talk, listen and demonstrate empathy.  A common thread appears to 
be staff’s ability to listen to service users in an authentic way. Forty-eight articles were 
included in Moreno-Poyato and colleagues’ (2016) narrative review, through which the 
authors found service user and staff members’ experience of relationships are fundamentally 
similar, although barriers are experienced somewhat differently. For example, limited time 
for service users leads to feeling undervalued, while for staff this is the result of 
administrative demands and overwork (see Section 2.5.6). 
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2.3.1.2.3 Relationships in Averting or Minimising Impact of Coercion. Much of 
the role of staff-service user relationships has been discussed in the literature as it relates to 
the use and/or impact of coercion. In their UK-based study, Rose and colleagues (2015) 
described nurses and healthcare assistants (HCAs) identifying relationships as diverting 
coercion.  
Quality relationships between staff and service users was suggested to avert the use of 
restraint by improving safety (Henderson, 2014); further, the results of two recent systematic 
reviews (Aguilera-Serrano et al., 2018; Chieze et al., 2019) found that positive relationships 
may moderate the impact of coercive interventions when they are employed. Aguilera-
Serrano and colleagues (2018) found that the sharing of information alongside interaction 
with staff influence the subjective experience of coercive interventions. Humane treatment, 
staff support and respect for the person were associated with a better experience; debriefing 
was also viewed as an important process. This finding was echoed by Akther and colleagues’ 
(2019) systematic review, who found staff who were perceived as attempting to develop 
collaborative relationships with service users, as well as the provision of information, 
cushioned the negative impact of involuntary care regardless of the coercive inpatient 
context. 
 
2.3.2 Features of Good relationships: Recognition of Humanity; Trust and Respect 
In Staniszewska and colleagues’ (2019) systematic review, trust and respect were 
critical to positive experiences and for feeling safe in the ward environment. However, some 
research has indicated the difficulty of establishing trust in the inpatient environment, such as 
that by Hem and colleagues (2008), whose Norwegian-based study involved six service user 
interviews, observation and a case study. Their case study of a service user who experienced 
detainment portrays the staff-service user relationship founded on ‘mutual distrust,’ with staff 
“barricading themselves in the nurses’ station’ which escalates the service user’s distress 
given their obvious lack of trust” (p. 785).  
In a mixed method study involving questionnaires and focus groups, Gould (2012) 
collected data from 81 service users relating to their experience of recovery. Gould found 
staff’s professional qualities were considered by service users to be at least as important to 
recovery as treatment and included qualities such as respect, compassion, and honesty; in 
other words, humanity.  
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In a 2017 systematic review involving 26 studies, of which seven were based in the 
UK, Tingleff and colleagues found service users’ perception of being treated respectfully by 
staff determined their assessment of coercive experiences as positive or negative; they also 
appeared to view a lack of respect as causing behaviours that may lead to the use of coercive 
interventions. Trust has been suggested to possibly replace risk in meeting the needs of 
service users (Brown et al, 2009) and has been deemed necessary for the promotion of 
therapeutic engagement.  Akther and colleagues (2019) similarly indicated staff who showed 
respect for service users were spoken of positively while those who were disrespectful 
induced feelings of ‘anger, betrayal and abandonment.’ Similar findings were described by 
Goodwin and colleagues (1999), whose interviews with 110 inpatient service users in rural 
England indicated that some individuals felt that a lack of respectful treatment formed the 
core of their difficulties and that within the inpatient ward environment especially, a 
‘mortification of self’ can occur where typical processes of self-determination and freedom 
are stripped.  
The promotion of therapeutic engagement (in contrast with the barriers described 
below) can be promoted through the recognition of humanity. In their study of staff 
experiences of therapeutic engagement with service users with a diagnosis of BPD, Acford 
and Davies (2019) described how during two of the four focus groups, team-level 
psychological formulations (Johnstone, 2014) were described as important for staff 
knowledge of service users’ histories and ultimately feeling more understanding, empathetic 
and compassionate towards service users who had undergone a formulation. This finding 
raises questions relating to the specifics of the formulation meetings, which were not 
discussed (for example, whether service users participated). These findings also raise 
important questions relating to the possible role of formulation in enhancing empathy for 
service users, particularly given the suggestion that it may increase empathy within staff 
working with service users who have been reported to inspire ‘therapeutic nihilism.’  
 
2.3.3 Collaboration as Valued Part of Inpatient Care 
The importance of collaborative care in promoting positive experiences of inpatient 
services has been reported by both staff (Boardman et al., 2018) and service users 
(Staniszewska et al., 2019), with particular emphasis by service users. In Wood and Alsawy’s 
(2016) systematic review, one of the three superordinate themes described is collaborative 
and inclusive care. The authors indicated the degree of influence exerted by service users 
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over their care or treatment plan directly impacted on their recovery. In reality, ‘the majority’ 
of service users reported a lack of meaningful involvement in their care plans, leading to a 
sense of powerlessness (Wood & Alsawy, 2016). This is echoed in a systematic review by 
Bee and colleagues (2008) which found few studies demonstrating evidence of collaboration 
between service users and staff. Interestingly, Wood and Alsawy (2016) found for some 
participants, the opportunity to make decisions introduced trepidation or pressure to make the 
‘right’ decision.  
A researcher with lived experience of inpatient services, Sheldon (2011) argued that a 
common experience of care is ‘being done to’ with few opportunities for meaningful 
engagement, although she indicated this was starting to change. Sheldon was emphatic that 
the end-goal of full engagement is a right of which we should not lose sight. In reporting her 
findings of a survey conducted with a Service User Reference Panel, Sheldon argues that 
those who felt most positively about their care also knew most of the relevant details and 
were involved in the process. Thus, while an argument for collaboration based on 
effectiveness exists, it is also a moral matter.  
Part of the difficulty of collaboration is perhaps that many processes in the psychiatric 
setting have not traditionally involved service users; also, current methods possibly do not 
provide specific guidance on how best to go about involving service users. For example, 
many psychological formulation models do not provide suggestions on how or when to 
involve service users, leading to an idiosyncratic approach for most professionals. Thus, it is 
possible that models which provide specific best practice suggestions may facilitate increased 
rates of collaboration.  
 
2.3.4 Safety as Valued Part of Inpatient Care 
Safety represents the positive, reverse side of coercion. Recent research reveals a lack 
of existing knowledge as it relates to safety in inpatient settings. Berzins and colleagues 
(2018) argue that establishing priorities for inpatient service user safety has “received less 
international attention than in other areas of health care” (p. 1085). Thibaut and colleagues 
(2019) concurred, presenting the “first review to examine patient safety within inpatient 
mental health settings that uses robust systematic methodology” (p. 9). The authors’ 
systematic review involved 364 studies (102 UK); 45% included staff and 33% included 
service users, with the remaining 21% involving a mixture of staff, service users and/or 
carers. Thibaut and colleagues (2019) developed 10 research categories, including the 
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interpersonal violence and coercive interventions described below. A third category, safety 
culture, was found to comprise of staff stress and burnout as well as communication, 
described above.  
Overlapping somewhat with the relationship category described above, which 
effectively prevents or cushions the impact of coercive interventions, is the safety provided 
by relationships. Berzins and colleagues (2020) reported findings from interviews with 
service users and staff relating to their perspectives on safety issues in UK mental health 
services, arguing the relationship between staff and service users as it relates to safety (as 
opposed to care quality) was not often considered, although their study’s findings suggested a 
strong association. Bacha and colleagues (2019) found in their interview-based study of with 
eight service users from northern UK, participants’ experience of relationships with staff was 
helpful and transformative on the condition that relationships were empowering, supported 
personal identity, and were safe. Thus, safety may have a bearing on the quality of the 
relationship.  
Safety was one of the eight themes developed by Gilburt and colleagues (2008) in 
their Participatory Action Research (PAR) design involving user-led interviews of 19 service 
users who had experienced psychiatric stays in London. Safety was conceptualised as safety 
from both others as well as the self. Similarly, Stenhouse (2013) looked at service users’ 
perceptions of safety in an acute psychiatric inpatient ward in an interview-based study 
involving interviews with 13 service users from a large psychiatric hospital in an urban-rural 
area of Scotland. The ward was seen as ‘safe enough’ by some participants. Participants 
conveyed the expectation their environment would keep them safe from both suicidal 
impulses as well as the outside world. In contrast, in their study of 17 service users from four 
inpatient settings in Sweden, Pelto-Piri and colleagues (2019) found that service users 
“stressed the importance that you, as a patient are taking responsibility for your own 
rehabilitation” (emphasis in original; pp. 5-6) and thus, the ward environment cannot be 
expected to maintain service users’ safety without their active participation.  
Service users and staff view service user safety differently. Two recent studies 
explored this phenomenon, including a co-produced, UK interview-based study of 23 service 
users, 46 ‘stakeholders’ and practitioners and over 700 Twitter responses by Carr and 
colleagues (2019) and an online open-ended questionnaire involving 93 participants from 12 
countries including five groups of participants (healthcare practitioners, service users, 
researchers, carers and other ‘stakeholders’) by Tyler and colleagues (2020). Carr and 
colleagues (2019) found while staff understandings of risk and vulnerability more commonly 
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“focus on ‘mate crime’, coercive control by family and financial abuse” (p. 789). Service 
users view mental health services themselves as sources of risk and increased vulnerability to 
violence. In Tyler and colleagues’ (2020) study, staff and researchers tended to emphasise 
traditional safety indicators (for example, suicide and self-harm) while service users and their 
families viewed safety more broadly, including emotional, social, and behavioural safety (for 
example, loneliness, emotional readiness for discharge) as well as inter-professional 
communication relating to care. This divide is echoed by Berzins and colleagues’ (2020) 
findings, where carers indicated primary concern with service users’ physical safety where 
service users were concerned with both their physical and psychological safety, and where 
service users often felt their physical safety was protected at the expense of their 
psychological safety. 
 
2.3.5 Summary of ‘What Does Positive Practice in the Inpatient Setting Look Like?’ 
Relationships between staff and service users are important for staff and service 
users’ experience of the ward, playing a role in both satisfaction and outcomes. Relationships 
are also important features for service users with a diagnosis of BPD, possibly even more so 
given that interpersonal difficulties form the core of many individuals’ mental health 
difficulties. While staff and service users both emphasise the therapeutic relationship, the 
features they value are slightly different: service users value positive attitudes and feeling 
staff are trustworthy while staff value their own ability to talk and listen as well as 
demonstrate empathy. Barriers to the development of relationships (e.g., paperwork) are 
experienced by service users as a rejection while for staff this is a frustrating but essential 
part of their job. Trust and respect between staff and service users may be important for both 
the development of relationships as well preventing coercion. There is evidence this trust is 
difficult to develop in an inpatient environment; however, the practice of psychological 
formulation may improve staff understanding and empathy for service users which can be 
important when working with service users with a diagnosis of BPD. Service user 
involvement in care is supported by both ethical and practical arguments and yet there is little 
evidence of its being consistently or meaningfully practiced in the acute mental health 
setting. Safety is under-researched but an important antidote to the fear posed by coercive 
practices.  Both staff and service users indicate a fear for their safety, although staff tend to 
fear physical harm while services users believe their physical safety is preserved at the 
expense of their psychological safety. Relationships are seen to provide safety, as does a 
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therapeutic environment. Psychological formulation may help with development of trust, 
empathy, understanding, enhanced collaboration, and overall better relationships.  
 
2.4 What Specific Practices/Orientations are Thought to Promote ‘Positive Practices’? 
‘Positive practices’ here encompasses best practice, person-centred practices, 
recovery-oriented practices as well as SDM and PRT (see Chapter 1).  
The review has thus far highlighted that while factors associated with positive 
experiences of care are known to researchers and mental health services alike, a multitude of 
barriers to implement these practices exist and negative or unhelpful experiences of care are 
unfortunately too common. Specific approaches to support both staff and service users to 
improve experiences of care as well as achieve better outcomes have been identified. These 
are aligned with principles of recovery-oriented practice, person-centred care, SDM and PRT.  
 
2.4.1 Recovery 
Neither recovery-oriented practice nor indeed person-centred care have achieved a 
definitive shared understanding (Le Boutillier et al., 2015). Various settings, contexts, 
professional identities, and other users of services may hold varying ideas of what recovery-
aligning care means to them. At its core, recovery-oriented practice entails a shift from 
focusing on symptom relief or ‘clinical recovery’ as the target of treatment to valuing an 
individual gaining a ‘meaningful and satisfactory life by promoting hope, attainment of 
personal goals, social inclusion, and supportive relationships’ (Waldemar et al., 2016, p. 
596). Waldemar and colleagues (2016) argued while more is known about the 
implementation of recovery-oriented practice in community or other outpatient settings, its 
implementation in acute services is relatively uncharted. 
Gyamfi and colleagues (2020) conducted a systematic review relating to knowledge 
and attitudes of both mental health professionals as well as students relating to recovery. The 
review included 29 qualitative, quantitative, and mixed methods studies (4 Ireland, 3 UK, 1 
Wales). The authors found evidence of an increase of knowledge, attitudes and expectations 
relating to recovery. They also described how recovery-promoting interventions yielded 
improvements in idea-sharing and peer support. However, there was an observed disparity in 
understandings of recovery as a personal versus clinical process; an awareness of the non-
linearity of the recovery journey was also poorly demonstrated in the literature reviewed.  
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Waldemar and colleagues (2016) also conducted a literature review of inpatient 
mental health settings’ approach to recovery. Eight studies were included in their review (one 
UK, one Ireland). Like Gyamfi and colleagues (2020), the study’s findings indicate that 
services’ definition of recovery “comes across as vague and sometimes contradictory” (p. 
599) with some participants framing their understanding through the traditional biomedical 
model while others as ‘personal recovery’ (Waldemar et al., 2020), and this divergence is 
echoed in views relating to implementation. While it is argued that recovery-promoting ways 
of working are, in fact, less resource intensive: “good risk management, therapeutic 
relationships, meaningful activities, attention to physical health and social inclusion all 
promote recovery and are cost- effective” (Baker at al., 2014, p. 18) and an overwhelming 
majority of staff indicated they were supportive of the concept and intended to implement it, 
staff spoke of difficulties applying their knowledge of recovery in everyday practice. Poor 
communication and lack of involvement in the development of care plans were prevalent, and 
staff indicated an awareness that the level of service user collaboration did not meet their own 
hopes and expectations. Barriers identified included limited resources such as high bed 
turnover as well as too few beds, increasing levels of distress, and unpredictable events. In 
describing the limited implementation of recovery-oriented practice in acute inpatient 
settings, Waldemar and colleagues (2016) raised the question of “whether recovery-oriented 
practice can or should be an approach used in these settings” (p. 596) given the significant 
and seemingly unavoidable barriers present.  
In a Belgian study, De Ruyssher and colleagues (2020) also sought to address the gap 
identified by Waldemar and colleagues (2016), exploring the implementation of recovery in 
the acute inpatient context. Ten staff members and 10 service users participated in the study. 
The results of this study are more hopeful; the ward environment is reported to serve the 
function of asylum. Within this context, psychiatric diagnosis does not play a formative role 
in recovery. The role of the ward was seen to introduce the ‘outside world’ to inpatient 
service users in stages. Speaking about the outside world while in the ward and involving 
family, for example, reduces the sense of ‘false dichotomy’ that may otherwise result: the 
ward as ‘safe and protected’ and the outside world as ‘dangerous and unmanageable.’ 
Although the authors discuss barriers to the recovery orientation, such as ‘hospitalisation 
syndrome’ (institutionalisation) and discharge often being based not on service users’ 
readiness to leave but the availability of housing, the strong links with recovery orientation 
and positive experiences of the participants suggests, at least in this particular context, 
recovery-aligned services are possible.  




2.4.2 Psychological Formulation 
Formulation has traditionally been a core skill for psychologists and is included both 
in training programmes and the key skills listed in official practice guidelines by the Division 
of Clinical Psychology (DCP; DCP, 2001). Variations of formulation are now included in the 
training of other mental health professionals, such as mental health nurses; the Royal College 
of Psychiatrists deems case formulation an essential competency (2010). Formulation has 
recently been listed one of the 18 core competencies in the Mental Health Core Skills 
Education and Training Framework (2017). There is no universally agreed definition of 
formulation. A generic definition offered by Levenson and Strupp (2007) is that 
psychological formulation is a hypothesis of the causes, precipitants, and maintaining factors 
implicated in a person’s social, psychological, and behavioural dysfunctions. According to 
Butler (1998), most therapeutic orientations can agree that formulation is a “lynchpin that 
holds theory and practice together,” (p. 2). The main purpose of a formulation is often seen to 
establish the correct treatment strategy (Onyett, 2007). 
Formulation has not been studied extensively in the inpatient setting, although an 
evaluation in 2016 by Berry and colleagues indicates it is feasible to implement 
psychological formulation in a psychiatric inpatient context, thus supporting the 
implementation of the current research. Existing research exemplifies the function of 
psychological formulation in the context of a personality disorder service. A service user with 
lived experience given the pseudonym ‘Kath’ describes how her experience of formulation 
“produced a document that encompassed me…The guided formulation made what has always 
seemed illogical, logical ... It gave my feelings validity and helped me to see myself as a 
whole rather than fragmented pieces… It really wasn’t all my fault, and now I had the proof.” 
(Yeandle et al., 2015, p. 28). Promoting a whole-person view aligns with that described by 
the recovery approach. See Chapter 5 for a more in-depth exploration of the psychological 
formulation literature and theory.  
 
2.4.2 Shared Decision Making 
Arguments relating to the use of SDM can be parsed into those relating to its efficacy 
and its morality. Relating to the morality argument, Sheldon (2011), Castillo and Ramon 
(2017), and others argue that service users want and are owed the opportunity to collaborate 
with staff on their care, yet this is something they are seldom granted (Zisman-Ilani et al., 
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2021). Collaboration aligns with the survivor slogan, ‘nothing about us, without us’ and 
follows the lead of physical health care. Mental health care possibly presents a stronger case 
for collaboration given the deeply personal nature of mental health difficulties and the 
possibilities for power differentials in mental health services. The separate but related 
question raised by Cutcliffe and Happel’s (2009) research question, ‘Can mental health 
nurses operate in a way that is genuinely focused on power-sharing in a system or 
governmentality that is built on propagating this power?’ varies depending on who is asked. 
A recent study (Luciano et al., 2019) indicates that service users with a higher level of skill in 
interpersonal relationship and global functioning may respond more favourably than their 
counterparts.  
The question of the practicality or efficacy of SDM forms the second arm of research. 
Relating to efficacy, results vary. A Cochrane review by Duncan and colleagues (2010) was 
inconclusive regarding the impact of the use of SDM on outcomes. UK-based Thompson and 
McCabe (2012) conducted a systematic review to address the impact of clinician-patient 
alliance and communication on mental health care treatment adherence. Twenty-three studies 
were included (countries of origin were not shared).  The authors attended to SDM given its 
emphasis in policy relating to collaborative communication. The authors found that the 
evidence to support SDM is inconsistent even when the preference for the degree of 
involvement is met by service users. The impact of SDM on adherence in experimental 
studies is also not straightforward, with mixed results; positive effects may be explained by 
other factors outside of SDM itself.  
A recent Norwegian study by Beyene and colleagues (2018) explored the question, 
“what are prerequisites for mental health professionals to practice SDM in a therapeutic 
milieu?” (p. 1). Focus groups were conducted through clinical supervision; eight staff 
members, seven of whom were nurses, participated. One overarching theme was developed: 
‘practicing SDM when balancing between power and responsibility to form safe care,’ which 
was characterised by a perceived constant balancing act on the part of the clinician, where 
although both the practitioner and service user are seen to share responsibility for SDM, 
practitioners nevertheless ‘take charge’ until the service user is “no longer in danger for 
oneself or others” (p. 5). The authors found a ‘culture of trust’ results from person-centred 
care and “standing together as a team” (p. 4). 
Castillo and Ramon (2017) investigated the SDM experiences of service users in a 
review of 17 studies (eight UK-based and one multi-country study including a site in the 
UK). Service users were found to hold mixed views of the involvement of lay supporters in 
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decision-making; 67% of papers highlight issues of perceived risk affecting SDM while in an 
overwhelming majority (89%) of cases, trust and the therapeutic relationship were 
emphasised by both service users and professionals as required conditions under which SDM 
can be applied. The authors also found a difference of opinion relating to respect where 
practitioners believed they were already working in a respect-led way while 67% of service 
users reported mistrust of practitioners along with a lack of involvement (67%). High rates of 
perceived power imbalance were also highlighted.   
 
2.4.3 Positive Risk-Taking 
PRT “involves empowering patients to make decisions regarding their own safety and 
to take risks to enable personal development… it involves patients making choices and 
having control… Therapeutic risk-taking is underpinned by recognition that risk is not solely 
defined in terms of harm, hazards and danger. Risk can also create possibility, opportunity, 
and achievement” (Felton et al., 2017, p. 81; Morgan, 2004).” PRT is one of the core values 
included in the Department of Health’s Essential Shared Capabilities Framework 
(Department of Health, 2004).  
In the context of inpatient services and its disempowering structure and processes, 
PRT has been argued to empower service users to make decisions about their lives and to 
accept a degree of risk, which, it is argued, is fundamental to human dignity (Marsh & Kelly, 
2018). It has been argued that PRT empowers service users by emphasising their 
responsibilities as opposed to their willingness to conform, and, in doing so, shifts the 
orientation of care from protectionism to that of promotion of autonomy and liberty (Stickley 
& Felton, 2006). In this way, PRT principles are closely tied to those of recovery. It should 
be noted the integrity of the concept of ‘empowerment’ within the psychiatric context has 
been questioned due to the position of power being retained by the practitioner who, in 
practicing PRT, endows power upon the service user, thereby reinforcing the existing power 
dynamic (Stickley, 2006) but is nevertheless viewed as a step towards more democratic ways 
of working.  
Stickley and Felton (2006) argue mental health nurses have a duty to evaluate risk; 
however, they argue that due to protocols and wider organisational stances towards risk, 
‘defensive practice’ has become mainstream. This is argued to limit mental health recovery 
given that risk-averse care serves not the interests of the individual but those of the 
organisation (Beck, 1999). Stickley and Felton (2006) indicate that “any attempt at promoting 
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recovery involves a shift in power position” (p. 29), which would occur through the 
acknowledgement of the service users’ expertise in their own lives. Thus, PRT, by virtue of 
empowering service users to take growth-promoting risks, is essential for recovery (Stickley 
& Felton, 2006). Marsh and Kelly (2018) argue that beyond promoting recovery, risk-taking 
is a fundamental condition for human dignity.   
Reddington’s (2017) review suggests research relating to PRT is limited, highlighting 
gaps in existing research as well as making recommendations regarding how PRT can 
influence practice. Her review revealed the multifarious ways risk is viewed and argues the 
NHS National Standard (NHS QIS, 2005) falls short in not providing more clarity on how to 
provide a ‘safe and effective service’ which is often interpreted in a way that results in over-
management or concentration on risk as opposed to supporting service users’ control over 
their own lives. Reddington (2017) argues that a recovery-oriented approach (supported by 
the NHS) should involve PRT, which, in turn, requires high quality risk management. 
Reddington (2017) and Davis (1996) argue seeing service users as whole people is necessary 
for good risk management. An individualised understanding of risk, what this means to 
various service users, and an appreciation that this may differ from staff conceptualisations of 
risk is also required.  
Just and colleagues (2021) investigated staff views towards PRT in acute settings 
through interviews with 16 inpatient staff working in three NHS Trusts in the North-West of 
England. Two of the three main themes were barriers to PRT which were organised into staff 
and service user barriers. The third theme was delivery in practice. Barriers related to staff 
included their use of diagnosis as the basis of their risk management as well as the fear of 
accountability should adverse events occur because of these management decisions. 
Uncertainty and lack of familiarity with PRT were barriers for more junior staff while 
complacency deterred more senior staff. Relating to service user barriers, only service users 
with a low level of staff-perceived risk were considered eligible for PRT; staff also felt PRT 
requires trust between themselves and service users but that this trust was difficult to 
establish. Finally, delivery in practice encapsulates the enablers and barriers of the 
implementation of PRT. All participants indicated they intended to implement PRT but 
struggled to do due to administrative demands in addition to a perceived absence of peer 
support. The authors indicated staff appeared to conflate collaboration and imposing their 
own ideas of the best way forward (for example, valuing the input from friends and family in 
risk-planning but not incorporating these perspectives meaningfully in the resulting risk 
plan).  




2.4.4 Research on Positive Practice 
While much of the evidence discussed indicates poor experiences of acute inpatient 
services, or at least a host of challenges to positive experiences, still some studies have found 
instances of service user and staff satisfaction. Wood and Alsawy’s (2016) systematic review 
indicated the importance of noting that some service users reported feeling supported by staff 
and safe on the ward. Berzins and colleagues (2018) indicated several service users had 
experienced good relationships with a handful of staff, and this was echoed by Lilja and 
Hellzén (2008) who found care “can sometimes be seen as a light in the darkness” (p. 283). 
Gould (2012) reported similar findings but hedged there is still a “considerable way to go” (p. 
11).  
  A few authors have explored examples of positive practice specifically; for example, 
Pereira and Woollaston (2007) identified eight ‘positive practice’ psychiatric admission units 
through use of a steering group and collected data regarding therapeutic activity through 
multidisciplinary focus groups. Examples of their good practice included multidisciplinary 
staff being accessible to patients (for example, the nurses’ office door was ‘always’ open) and 
spending a large amount of time with service users (for example, HCAs were with the service 
users ‘all the time’). However, the study describes only the experiences of staff and service 
users on general adult acute psychiatric wards, which may not reflect the experiences of 
individuals with a diagnosis of BPD or those who work with them.  
In addressing examples of positive practice in the context of services providing care 
for service users with a diagnosis of BPD specifically, Acford and Davies (2019) identified a 
lack of ‘positive’ and ‘what works’ research relating to how non-specialist staff engage with 
service users with a diagnosis of personality disorder. Their results illustrate the continuing 
difficulty of employing positive practice in an environment that constantly challenges them: 
staff casually (and in a somewhat normalising manner) described instances of service users 
‘slapping’ them; widespread anxiety regarding risk-taking; and as the authors pointed out, 
there was no mention of establishing or maintaining rapport. The findings pointed strongly to 
participants feeling a lack of specialist training and the authors concluded this training should 
emphasise service user collaboration and provide a clearer theoretical basis for areas of 
practice that were described, though not named, by participants (for example, selective 
disengagement and structured care-planning). This leaves a gap for research to investigate a 
context in which these practices take place.  




2.4.5 Summary of ‘What Specific Practices/Orientations are Thought to Promote ‘Positive 
Practices’?’ 
There is a dearth of research relating to recovery practices in acute mental health 
settings, and the limited research which does exist indicates mixed results. This has led some 
researchers to question whether recovery-based practices can or should be used in acute 
settings. Psychological formulation has been suggested as a possible means of forwarding the 
person-centred agenda proposed by recovery research, and this is supported in the extant, 
albeit scant, research in acute settings (see Chapter 7). The research on SDM indicates few 
studies robustly support the helpfulness of SDM, although some research indicates staff can 
apply it and service users can verify it is more than mere rhetoric. Further research is needed 
to clarify its helpfulness and application. A strong case for PRT has been made through an 
ethical lens; however, little research exists to support its practice in an acute setting. There is 
little research on positive practice in an acute setting generally, which should be addressed.  
 
2.5 What are the Barriers to Positive Practice? 
In seeking research on positive practices, I instead observed numerous accounts and 
descriptions of barriers to achieving positive practices, both from the perspective of service 
users as well as staff. In the following section of this literature review, I attempt to categorise 
and outline these barriers, which include coercion (restraint and seclusion as well as 
involuntary care); overburden of staff; overburden of services; and subsequent scarcity of 
therapeutic engagement.   
 
2.5.1 Coercion as Barrier to Positive Practice 
The clinical benefit of the use of coercion remains dubious, as demonstrated by 
Newton-Howes and Mullen (2011), whose systematic review of 27 articles based in Europe 
(countries unspecified) revealed the absence of consistent outcome measures, inconclusive 
quantitative results and provides insufficient evidence by which to form any conclusions. 
Multimodal interventions have been devised internationally to minimise the use of restraint. 
Those developed or adapted for use in the UK, for instance, Safewards (Bowers et al., 2014) 
and REsTRAIN YOURSELF (Duxbury, 2016) have resulted in the successful reduction of 
restraint (Bowers et al., 2015; Duxbury et al., 2019). Despite this, coercive practices remain 
in use (Agenda, 2017; MIND, 2013). A recent systematic review (Staniszewska et al., 2019) 
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examining service users’ experiences of inpatient mental health services (Staniszewska et al., 
2019) found coercion to play a major role in experiences.  This review was large-scale, 
including 72 studies from 16 different countries (one-third of which were UK-based). The 
findings, analysed using a qualitative approach, indicated service users view coercion to be, 
at least at some level, unavoidable. This somewhat aligns with Wilson and colleagues’ (2017) 
findings of restraint being viewed as a ‘necessary evil’.  
A systematic review and meta-analysis including 31 studies from high-income 
countries (5 UK, 1 Ireland) by Iozzino and colleagues (2015) framed violence as internally 
explained by service users: the objective of the study was to review service user 
characteristics as well as factors related to studies that could explain the variation in rates of 
service user violence. Statistically, the authors found male, involuntary, alcohol dependent 
service users with a diagnosis of schizophrenia and a history of violence related to higher 
rates of inpatient violence (these factors accounted for 68% of the study heterogeneity). 
Wider contextual or environmental factors were not included in the analysis. Similarly, in 
their South London study of both service users (n = 37) and staff (n = 48), Rose and 
colleagues (2015) reported that amongst views of experiences of acute mental health settings, 
coercion was one of two main themes, although service user and staff perspectives differed 
such that while service users attribute the use of coercion as a consequence of behaviour they 
felt they were ‘driven’ to, staff believed their use of coercion was the natural result of 
‘internally’ fuelled behaviour on the part of service users.  
 
2.5.2 Experiences of Coercion 
Two systematic reviews (Aguilera-Serrano et al., 2018; Newton-Howes & Mullen, 
2011) explored experiences of coercion from service users’ perspectives. The results of both 
reviews illustrate an overwhelmingly negative experience of coercion for service users based 
on a qualitative synthesis of quantitative, qualitative, and mixed methods data. For Newton-
Howes and Mullen (2011), themes included feelings of disrespect and not having a voice; 
among the most common experiences was feeling dehumanized, which aligns with findings 
from other UK-based research (Wilson et al., 2017). Aguilera-Serrano and colleagues (2018), 
whose review included 34 international studies (2 of which were based in the UK), also 
reported most negative experiences with coercion, although they also discussed some data in 
which some positive experiences had been reported (for example, the belief of its use 
preventing further violence). A minority of positive experiences is reflected elsewhere in the 
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literature, perhaps based on environmental or contextual factors such as relationships (Chieze 
et al., 2019; Tingleff et al., 2017). In their systematic review, Akther and colleagues (2019) 
found small gestures from staff, such as checking in on them during restraint, can moderate 
the negative impact of coercive interventions.  
 
2.5.3 Negative Consequences and Trauma 
Specific deleterious effects of the use of coercion for service users were explored via 
a systematic review by Chieze and colleagues (2019) involving 35 studies (with one study 
site in the UK). The authors examined the effects of seclusion and restraint, finding the rates 
of Post-Traumatic Stress Disorder (PTSD) diagnoses following a coercive intervention 
ranged from 25% to 47%. This high rate of diagnosed PTSD is particularly alarming given 
the prevalence of past trauma amongst inpatient service users (Sweeney et al., 2016). An 
integrative review of physical and psychological harm resulting from restraint settings by 
Cusack and colleagues (2018) described eight themes relating to the impact of restraint, all of 
which were negative, and included dehumanising conditions, fear, and trauma or re-
traumatisation. Thus, there is a real danger the use of restraint will be particularly damaging 
for service users with past trauma. This mirrors Akther and colleagues’ (2019) systematic 
review findings that the use of coercion or being held down can remind service users of 
traumatic past events, such as sexual abuse. This is particularly concerning for service users 
with a diagnosis of BPD given that previous research that up to 84% of individuals with this 
diagnosis describe abuse before turning 18 years old (Zanarini et al., 1989) and that for 
women (the majority of whom attract the label of BPD) there is a distinct gendered 
experience of restraint relating to powerlessness and the denial of dignity (for example, staff 
not complying when requested to ensure service users’ bodies were not exposed).  
 
2.5.4 Service User Violence 
For service users, literature on coercion relates to the dynamic between service users 
and staff; however, in an ethnographic, grounded theory study set on three wards in London, 
Quirk and colleagues (2005) found that service users are often fearful of the threat of physical 
harm or coercion presented by fellow service users. Service users were found to take active 
measures to maintain their own safety. The authors were careful to emphasise the risks to 
safety posed by fellow service users are likely symptomatic of limited resources and other 
broader, more contextual factors such as understaffing. Stenhouse (2013) attributed the 
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service users in her study being fearful of other service users at least in part to public 
discourse relating to ‘mentally ill’ individuals being “unpredictable, volatile and aggressive” 
(p. 3114). 
Quantitative research suggests that staff experience violence from service users. In a 
questionnaire-based study of nurses and psychiatrists from across five West Midlands NHS 
Trusts, Nolan and colleagues (1999) found that nurses are significantly more likely to have 
been exposed to violence than psychiatrists (p < 0.05); 95% or more of perpetrators are 
service users and 50% of nurses indicated they sustained injuries. In a phenomenological 
interview-based study of eight qualified London-based inpatient mental health nurses, Currid 
(2009) found because staff regularly experience aggressive behaviour and violence from 
service users, this may impact on their willingness to therapeutically engage for fear of 
further victimisation.  
Sheldon (2011) introduced an important critique of conventional staff views towards 
service user violence, specifying that while, to staff, the inpatient environment is their place 
of work, to service users, a ward is their home. Often, says Sheldon, service users are 
detained against their will within a bleak environment, where boredom and depersonalisation 
abound, and where they are at their most vulnerable. While violence does not have a place in 
mental health settings, neither does a decontextualised view of disempowered individuals.  
 
2.5.5 Involuntary Care 
In the UK and elsewhere, service users can be ‘voluntary’ or ‘involuntary’, referring 
to their legal status within an acute setting. In the UK, while voluntary inpatients are not 
subject to coercion given their legal status and protection, involuntary inpatients can be and 
are restrained when presenting a danger to themselves or others amongst other rationale 
(Mental Capacity Act 2005; The Mental Health Units (Use of Force) Act 2018). A recent 
systematic review by Akther and colleagues (2019), which included 56 papers (30 UK-
based), indicated that involuntary care is frequently distressing, and coercion has an 
especially strong negative impact emotionally.  
Using mixed-methods and a sample of 270 service users based in East London, 
Katsakou and colleagues (2011) found that even voluntary service users can feel coerced 
within the inpatient setting, mirroring Goodwin and colleagues’ (1999) interviews with 110 
service users from seven inpatient wards in rural England, who felt power and control feature 
heavily in the inpatient experience regardless of their admission ‘status.’ Katsakou and 
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colleagues (2011) found that 34% of patients felt coerced at time of admission. Females were 
more likely to feel coerced while half of those who felt coerced into admission continued to 
feel this way a month into treatment. The authors found that factors relating to feeling 
coerced included the perception that alternative treatments were preferred or more 
appropriate; not participating in admission; and not feeling respected and cared for. Service 
users who felt coerced into treatment overall felt more negatively about their admission and 
treatment. 
Gilburt and colleagues (2008) conducted a PAR study involving interviews with 
service users who had experienced psychiatric inpatient services in London. The findings 
indicated coercive experiences were reported by all the service users interviewed. The 
experience of involuntary detention was attributed to coercive events that service users 
experienced because of their detention, not the legal process. This included the restriction of 
freedom as well as compulsory treatment. Like Katsakou and colleagues (2011), perceived 
coercion was reported by both voluntary and non-voluntary service users and involved threats 
of ‘non-physical force’ or other punishments following disobedience of staff.  
In their meta-synthesis examining the experience of acute wards for service users with 
a diagnosis of BPD, Stapleton and Wright (2019) cite Fallon (2003) as well as Rogers and 
Dunne (2011), finding that service users with a diagnosis of personality disorder expressed 
strongly negative feelings regarding sectioning. Rogers and Dunne (2011) found participants 
felt that ‘voluntary’ admission is simply “another coercive way to detain people in hospital” 
(p. 230). Some participants felt coerced to remain on the ward to avoid sectioning. In 
contrast, Stapleton and Wright (2019) found some service users were ‘addicted’ to admission 
on the ward, where they felt cared for.  
 
2.5.6 Overburden of Staff as Barrier to Positive Practice 
For staff, other barriers to positive care included burnout. O’Connor and colleagues 
(2018) conducted a quantitative systematic review and meta-analysis involving 62 articles 
(20 UK-based). The authors found that factors related to burnout included higher workload 
and lower job control (where higher control meant less emotional exhaustion and increased 
professional accomplishment). The authors found emotional exhaustion to be higher in acute 
ward teams compared to other service types (p < 0.0005). Sorgaard and colleagues (2007), 
who surveyed over 200 each of ward and community staff at six psychiatric centres in five 
countries, one centre being based in the UK, also found that ward staff also demonstrated 
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higher rates of emotional exhaustion than their community-based counterparts and that 
working in acute wards implied a lack of control but superior contact with colleagues 
compared to community-based staff, although ward staff reported a worse social 
environment.  
Cleary (2004) observed, held focus groups with, and interviewed Australian inpatient 
mental health nurses at a 22-bed ward, seeking to understand the ‘reality of nursing.’ 
Overwork was one of the four overarching themes found. While nurses acknowledged their 
overwork and felt administrative duties and paperwork redirected their attention away from 
service users, which they felt needed to change, their overall attitude towards their work was 
positive. Nurses seemed to take a certain level of pride in being “the ‘backbone’ of care 
delivery” (Cleary, 2004, p. 55). Although some staff may derive some benefit from viewing 
their roles this way, Currid (2009) describes a potentially burdensome consequence of this 
investment as staff may be unable to ‘switch off’ from work when at home, consequently 
limiting their ability to recuperate in their downtime, and further straining their emotional 
capacity.  
 
2.5.7 Overburden on Limited Resources as Barrier to Positive Practice 
One theme that recurs not only in UK literature but internationally is the challenge of 
inpatient bed management. In a study across 11 sites in England, spanning urban and rural 
settings, Higgins and colleagues (1999) collected qualitative and quantitative data 
(questionnaires, interviews and observation) from staff and service users relating to the 
experience of acute care. The authors found nine sites reported bed occupancies above 85%, 
five with at least 100% occupancy. One had 153% occupancy. The population of service 
users on wards were found to be diverse and a high proportion of inner-city populations were 
seen as difficult to manage due to the severity of their ‘illness,’ which was indexed by 
diagnosis (schizophrenia, 51%), highly dependent (12%) involuntary (47%) or under close 
observation (30%). Nurses’ explanations for these figures included lack of suitable 
alternative accommodation; closure of long-stay psychiatric hospitals; increased psychiatric 
difficulties in urban centres; inefficient bed management; and ineffectiveness of the Care 
Programme Approach (CPA). According to staff, a consequence of delivering intensive care 
to these service users was limited time or capacity to implement structured programmes of 
care. The pressure to discharge service users was seen to lead to a ‘revolving door syndrome’ 
in which service users were discharged before meaningful care could be implemented, 
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deteriorating in the community, and being readmitted. Those settings that had retained higher 
numbers of beds and staff tended to facilitate increased nursing involvement in more care 
activities.  
 
2.5.8 Limited Therapeutic Engagement as Barrier to Positive Practice 
Staff and resource overburden have been suggested to lead to limited therapeutic 
engagement between staff and service users and this has been acknowledged by both staff 
and service users in the literature (Bee et al., 2006). Dixon and colleagues’ (1995) definition 
of engagement, cited in Smith and colleagues’ (2010), is “developing a trusting relationship 
between the treatment team and the individual” (p. 343).  
Higgins and colleagues (1999) indicate that ‘volume of administrative duties’ is one 
of the four key themes that nurses feel impede their role. Rose and colleagues (2015) found 
that staff acknowledged their ‘less than perfect’ ability to spend time with service uses but 
felt ‘powerless’ to change this. Bowers and colleagues (2005) conducted an interview survey 
with 13 multidisciplinary staff, including ward managers, nurses, occupational therapists and 
consultant psychiatrists in the UK. They found that the demands of management and 
administrative tasks necessarily mean more time spent placing telephone calls and writing 
reports. Information management processes and care improvement policies including the 
Care Programme approach (Simpson et al., 2003), Care Management (Parry-Jones et al., 
1998) and information management systems (Department of Health, 1999) also mean 
relatively less time for therapeutic activities. Despite this apparent diversion of staff time 
away from therapeutic interventions, still service users reported that care planning was rarely 
experienced as indicated by Rose and colleagues (2015) in their South London-based focus 
groups involving, amongst others, 37 service users with experience of inpatient services. 
Higgins and colleagues (1999) found that service users felt they experienced only a passing 
relationship with staff. In their systematic review, Akther and colleagues’ (2019) findings 
echo this, indicating that service users expect to form interpersonal relationships with nurses 
but that non-clinical responsibilities serve as barriers. 
To provide a critical counterpoint, however, in their review of life on acute wards, 
Lelliott and Quirk (2004) argue that nurses spend a large amount of time on the telephone or 
completing paperwork on behalf of service users (for example, assisting service users to 
obtain social security benefits), activities which tend to be valued by service users. Lelliott 
and Quirk (2004) argue these skills and commitments may be ‘taken for granted’ by staff 
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members, which may, in turn, contribute to the apparent guilt described earlier surrounding 
the reduced therapeutic time described earlier. In their review and synthesis of 23 
international qualitative studies (three from England, one Ireland and one Northern Ireland) 
of nurse and service user interactions from the perspective of both service users and staff, 
Cleary and colleagues (2012) found reports of positive experiences of communication and 
staff personal characteristics from the perspective of service users and claim their research 
“critically challenges the dominant discourse that nurses within this setting do not interact 
therapeutically with their patients” (p. 77).  
Therapeutic engagement of service users with a diagnosis of BPD may pose unique 
challenges. Stapleton and Wright (2019) conducted a meta-synthesis of qualitative data from 
11 studies from three countries (four UK) examining the experience of acute psychiatric 
wards for service users with a diagnosis of BPD. In addition to finding negative experiences 
more prevalent in UK studies for service users with a diagnosis of BPD or ‘non-caring care’, 
staff knowledge and attitudes was one of the four overarching themes resulting in negative 
experience of care. Many participants reported staff demonstrating unfavourable attitudes 
towards them because of their diagnosis, and this phenomenon is supported by Rogers and 
Dunne (2011), who conclude “the biggest issue is surrounding staff attitudes and 
understanding of individuals with a personality disorder” (p. 232).  
The reports of staff being unavailable to service users with a diagnosis of BPD may at 
least partially be explained by O’Connor and Glover’s (2017) meta-synthesis of nine articles 
(three UK, one Ireland) relating to hospital staff experiences of their relationships with 
service users who self-harm. The authors found that a cycle of staff emotional reactions to 
service user behaviours are likely to impact greatly on the therapeutic relationship. This was 
said to begin with staff feeling discouraged by service users continuing to self-harm despite 
their interventions, leading to a depletion of empathy, further leading to avoidance of service 
users as a coping mechanism or humiliation of service users if avoidance is not sufficient. 
 
2.5.9 Summary of ‘What are the Barriers to Positive Practices?’ 
The use of coercion is an assumed feature of inpatient care. While staff view the use 
of restraint as a reaction to service users’ internal factors, service users view the behaviour 
that leads to the use of restraint as a natural consequence of their extreme context. The 
experience of coercion is almost always experienced negatively (sometimes as re-
traumatising) and stems from service users’ experiences of dehumanisation and a lack of 
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‘normal interaction.’ A small number of positive experiences of coercion have been noted 
which may relate to contextual factors such as staff-service user relationships. Service users 
may perceive one another as threats to their own safety and take measures to protect 
themselves and staff appear to experience high rates of violence which may impact on their 
willingness to engage with service users. 
Voluntary and involuntary service users can feel coerced in admission and throughout 
treatment. Some service users with a diagnosis of BPD experience anger at being 
involuntarily detained while others are ‘addicted’ to feeling cared for in the ward setting. 
Inpatient staff are particularly prone to burnout. Service users with a diagnosis of BPD face 
the unique barrier of staff holding negative attitudes and beliefs towards them based on their 
diagnosis; this has been said to impact on staff willingness to engage with these service users 
and may impact on the therapeutic relationship.  
Given the limited reported time staff spend therapeutically with service users, ways of 
maximising existing time together should be explored, such as using psychological 
formulation. 
 
2.6 How BPD Care Aligns and Differs  
The above review highlights several areas of overlap between factors that promote 
positive experiences of services for service users with a diagnosis of BPD. Mirroring the 
value placed on relationships between staff and service users, Acford and Davies (2019), 
Morris and colleagues (2014) and Stapleton and Wright (2019) found that service users with 
a diagnosis of BPD emphasise positive relationships where they can talk and be listened to. 
Like factors that lead to negative experiences of care for the broader population of service 
users, service users with a diagnosis of BPD also report negative experiences with 
involuntary admission and that even voluntary admission can feel coercive (Rogers & Dunne, 
2011). Bowen (2013) looked specifically at experiences of good practice by staff working 
with service users with a diagnosis of BPD and developed four key themes, including SDM, 
open communication, peer support, and social roles.  
Recovery is one area that has been suggested to be somewhat different for service 
users with a diagnosis of BPD. In a systematic review and meta-analysis of factors that 
promote personal recovery for service users with a diagnosis of personality disorder, 
Shepherd and colleagues (2016) found higher order themes of safety and containment as well 
as social networks and autonomy. A great deal of overlap was found relating to relational 
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factors: for example, relating to safety and containment, the authors found this can relate to 
relationships, social networks or environments. Thus, while safety is essential for service 
users with a diagnosis of BPD, this seems largely mediated through secure relationships with 
others. In a PAR-based investigation, Castillo and colleagues’ (2013) study mapped the 
process of personal recovery with 60 service users with a diagnosis of BPD in the UK. They 
conceptualised their findings in a similar way to Maslow’s (1943) pyramid of the Hierarchy 
of Needs, the base levels including a sense of safety and trust as well as feeling cared for. 
This is seen to support positive relationships, including with oneself, which the authors 
contend create the foundation upon which ‘higher order’ processes (recovery) can occur. An 
Australian study by Donald and colleagues (2017) indicates that for service users with a 
diagnosis of BPD, recovery entails a journey primarily of self-acceptance which is “enabled 
through a complex set of processes revolving around the self, which are supported and 
reinforced though dialogue or relationships with other(s)” (p. 358).  
However, Katsakou and colleagues (2012) found that services are largely unable to 
support relational difficulties, instead focusing on traditional risk-related factors such as self-
harm. Service users in this study indicated a desire to explore their experiences of previous 
trauma, which the service was less equipped to support. This suggestion of services being 
unable to meet service user needs relating to relational support may at least partially explain 
Zanarini and colleagues’ (2012) findings that while remission of symptoms is common 
amongst those with a diagnosis of BPD, longer term psychosocial functioning occurs less 
frequently.   
 Besides the perceived misalignment between service priorities and service users’ 
preferences for care, another barrier to positive practice for service users with a diagnosis of 
BPD are staff attitudes. As discussed in Chapter 1, staff views towards service users with a 
diagnosis of BPD can sometimes be affected by the stigma around this diagnosis and result in 
therapeutic nihilism (Campbell et al., 2020), which can interfere with staff willingness to 
engage with service users. Bowen (2013) refers to working alongside service users with a 
diagnosis of BPD as an “intense therapeutic challenge” (p. 497). Staff knowledge and 
understanding of BPD is seen to be key for supporting positive experiences (Stapleton & 
Wright, 2019). 
The important differences identified here appear to be that service users with a 
diagnosis of BPD desire staff support to develop safety and a positive sense of identity 
through the therapeutic relationship as well as to explore previous trauma. These processes 
may be supported via the process of psychological formulation, as indicated by Yeandle and 
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colleagues (2015). Psychological formulation can also increase staff understanding and 
empathy towards service users, which may assist to counterbalance the therapeutic nihilism 
described by Stapleton and Wright (2019).  
 
2.7 Gaps in the Literature  
Barring a few notable exceptions (Bowers et al., 2005; Kelly et al., 2016; Totman et 
al., 2011), few studies investigate MDT perspectives, with many studies focusing exclusively 
on the perspectives of nurses or HCAs (Acford & Davies, 2019; Cutcliffe & Happel, 2009; 
Gabrielsson et al., 2016; Rose et al., 2015). Although nursing staff make up a large 
proportion of inpatient staff and undeniably spend much time with service users, it is 
nevertheless important to capture the perspectives of other staff who work therapeutically 
with service users and form part of the team and community.  
In their study of the everyday experience of inpatient settings from the perspective of 
service users and staff (nurses and HCAs), Rose and colleagues (2015) emphasised the 
relative scarcity of research on this topic and Junghan and colleagues (2007) emphasise the 
importance of assessing staff and service user perspectives separately.  
Gaps have been identified relating to the examination of recovery, SDM (Beyene et 
al., 2018; Thompson & McCabe, 2012) and PRT (Just et al., 2021; Reddington, 2017) and 
their practical application in the acute inpatient setting. For example, Beyene and colleagues 
(2018) identified the need for interventions to examine the conditions in clinical practice 
required for SDM to take place (Gravel et al., 2006; Perestelo-Perez et al., 2011).  
The relationship of these practices to each other also has been identified as in need of 
exploration; for example, Reddington (2017) identified a gap in the research on how PRT 
impacts service users and whether it promotes recovery. Additionally, research calling into 
question the feasibility and/or desirability of recovery practices including SDM and PRT in 
acute settings should be urgently considered (Waldemar et al., 2016).  
De Ruyssher and colleagues (2019) argue for the use of qualitative research that is 
‘context-close’ and grounded in the perspectives of those directly involved to explore 
recovery processes given their inherent idiosyncrasy and versatility of services.   
As discussed, there is a paucity of research that focuses on positive practice, 
particularly within the context of services for service users with a diagnosis of BPD. That 
which exists (Acford & Davies, 2019; Pereira & Woollaston, 2007) either does not explore 
service user perspectives, does not provide broad-based examples of specific practices, or has 
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not examined the perspectives of staff who have undergone specialist training and the 
environment or practices that result from this. For instance, the research described above has 
indicated attitudes towards service users with a diagnosis of BPD are worse in the UK 
(Stapleton & Wright, 2019) and that the therapeutic relationship is experienced differently in 
the UK (O’Connor & Glover, 2017) compared to other countries. These findings suggest that 
further research should be conducted to explore the subjective experiences of staff and 
service users in UK acute inpatient and specialist settings.  
The following gaps relate to those of the literature on psychological formulation and 
are followed on in Chapter 7. Existing research reveals that some service users are not best 
served by psychiatric diagnosis and may appreciate the offer of alternative means of 
understanding their difficulties within inpatient services. Trust and respect, which are deemed 
essential for the development of the therapeutic relationship and ultimately positive 
experiences of treatment, may be enhanced using psychological formulation (Acford & 
Davies, 2019). Psychological formulation practices may support both staff and service users 
to make the most of their limited one-to-one time by ensuring the therapeutic value of their 
encounters; the development and acceptability testing of a model of formulation is the first 
step in investigating this. A psychological formulation model that provides specific 
suggestions relating to how to ensure meaningful collaboration with service users may 
improve service user experiences of involvement; this research provides such a guide.  
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3. Chapter 3 Methodology Chapter 
3.1 Chapter Overview 
This chapter addresses the methodological approach taken throughout this research, 
including both methodology and methods. This research accepts Mackenzie and Knipe’s 
(2006) distinction between methodology and methods as follows: methodology is the “overall 
approach to research linked to the paradigm or theoretical framework” (Methodology and 
Paradigms section, para. 2) while methods refer to “systematic modes, procedures or tools 
used for collection and analysis of data” (Methodology and Paradigms section, para. 2). This 
chapter attempts to focus on the methodological approach taken overall as well as provide a 
justification for the methods chosen. Much of the detail related to the methods can be found 
in each empirical chapter (Chapters 5, 6, 8, and 9). The theoretical framework, which forms 
part of the methodology, is covered in depth in Chapter 4.  
This chapter begins with a description of the study design, including the identified 
aims and research questions. A justification of the methodology follows, including the use of 
a Mixed Methods-Case Study design (MM-CS; Guetterman & Fetters, 2018). A link between 
the overarching mixed methods approach and the theoretical framework is made. 
Methodological justifications for the methodology chosen for this research follow, along with 
a description of the participants and the approach to analysis. The chapter concludes with a 
review of the ethical challenges presented by this research and how they were addressed.  
 
3.2 Study Design  
This research was comprised of two streams (see Figure 3.1): 
Stream 1 involved a case study examining the perspectives of staff and service users 
on Poppy ward, a specialist inpatient ward that has undergone extensive service improvement 
and the identification of how to support and extend their good practice (see Chapter 1). 
Stream 2 entailed both a description of the process of (1) devising a collaboratively 
developed psychological formulation model, the PNM; as well as 2) a mixed-methods 
exploration of its acceptability, involving a focus group with Poppy ward staff following staff 
training on the PNM; as well as an online survey and interviews with a broader sample of 
mental health practitioners and participants with lived experience. A collaborative approach 
involving PPI was adopted for this research; see Chapter 4 for a detailed description.  
 
 




Sequence of Events 
 
The aims of this research were: 
1) To explore staff and service user experiences of care on a positive practice ward; 2) 
to describe the development of a collaboratively developed model of psychological 
formulation, the PNM; 3) to explore the acceptability of the PNM in a specialist inpatient 
context; and 4) to explore the wider acceptability of the PNM and solicit suggestions for its 
implementation, including any suggested improvements. 
A fifth aim, identified at the outset of the research, was to explore current staff 
formulation practices on the positive practice ward and evaluate outcomes based on the staff 
training intervention; however, the data collected was insufficient to adequately address this 
aim and was therefore removed (see Appendix B for the data).  
 
To address these four aims, the research entailed two streams of research that 
addressed the following research questions.  
3.2.1 Stream 1 
In line with the critical realist case study approach (Easton, 2010), this research 
sought to explore: 
1. What factors do MDT staff believe are involved in the operation of Poppy ward as a 
positive-practice specialist ward for service users with a diagnosis of personality 
disorder?  
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2. What factors do service users believe are involved in the operation of Poppy ward as a 
positive-practice specialist ward for service users with a diagnosis of personality 
disorder? 
3.2.2 Stream 2 
This stream sought to describe the development of the PNM, its acceptability within 
an applied specialist ward, and explore wider perspectives toward the Model to further 
develop and validate its acceptability and relevance. This stream asked: 
3. What does a model of psychological formulation, collaboratively developed alongside 
local stakeholders to address their needs, look like? 
4. What are specialist inpatient staff views of the PNM and its acceptability? What are 
the enablers and barriers? 
5. What are wider stakeholder (clinicians and/or individuals with lived experience of 
mental health difficulties) views of the PNM and its acceptability? What are the 
enablers and barriers? 
All five questions lent themselves to qualitative methods of inquiry with focus on the 
context, experiences, and the meanings individuals take from their lives. Qualitative research 
conveys these individual experiences and meanings by quoting participants and 
acknowledging the irreducible complexity of particular forms of knowledge such as setting 
and context to figures and statistics (Creswell et al., 2011). Denzin and Lincoln (2005) 
describe qualitative researchers as seeking to investigate the individual’s perspective via 
detailed and in-depth inquiry and wish to ‘examine the constraints of everyday life’ by 
confronting it. Qualitative research seeks to achieve a richness with data to situate an account 
within its historical and time-constrained context. Similar to the motivations described by 
Berry and colleagues (2016) in a mixed-methods exploration of formulation in a long-term 
rehabilitation setting, here, the aim of the qualitative element of the research was to identify 
key ‘active ingredients’ or variations in effectiveness as identified by participants. 
Research question five lent itself to both qualitative and quantitative methods of inquiry. 
The reason for the adoption of quantitative approach in addition to qualitative was twofold: 
the first was that, because of COVID-19, these research questions needed to be addressed via 
remote data collection. To limit the burden of the research necessitated the inclusion of 
quantitative, ostensibly faster to complete, survey questions. The second rationale was 
theoretical. As Maxwell (2011) argues, both qualitative and quantitative research have the 
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potential to limit diversity in their search of general accounts in different ways (Maxwell, 
1995). This, in addition to the critical realist framework (described in Chapter 4) which 
guided this thesis, leads to the conclusion that the results of any one method are inherently 
influenced by existing underlying causal mechanisms (McEvoy & Richards, 2006) and 
justifies the employment of multiple methods to broaden access to other explanatory theories.  
 
3.3 Justification of Methodology 
3.3.1 Mixed Methods 
To address the research questions and taking into consideration the need for both 
qualitative and quantitative data collection methods, this research incorporated both. 
Research that intentionally integrates both quantitative and qualitative data collection within 
a programme of study is referred to as ‘mixed’ methodology, or ‘mixed methods’ research 
(Creswell et al., 2011). To briefly address terminology here, I acknowledge the imperfect 
delineation of the concepts of ‘qualitative’ and ‘quantitative’ research, which, as has been 
pointed out by others (Wood & Welch, 2010), are crude and often misguidedly dichotomise 
types of research in potentially problematic and limiting ways. For the sake of ease and 
clarity, I adopt these terms; however, interested readers are directed to authors such as Wood 
and Welch (2010) for a more in-depth discussion.  
The position taken in this research was that the use of both methods fortified the strengths 
of both while bolstering their respective weaknesses. Qualitative methodologies allow for 
participants to communicate their experiences more fully and richly and provide space for 
context. Quantitative measures, on the other hand, provide a more succinct picture of 
participant views, and the use of validated measures allows for comparability to other 
research as well as a fuller picture of participants’ features using demographic information. 
By combining both qualitative and quantitative methods, it is possible to develop a fallible 
and negotiable model of the ‘real world’ and its influence on humans in this particular 
context (Johnstone et al., 2018).  
 
3.3.2 Case Study 
Similar to the rationale described by Walton and colleagues (2020), case studies allow for 
an in-depth (Sandelowski, 2010) exploration of unique cases (Yin, 2009). Further, Dattilio, 
and colleagues (2010) argue for the relevance of case studies within a larger mixed-methods 
design, as narratives allow for a range of perspectives of the same treatment. The other 
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scientific benefit described is that the communication of case study findings can inform 
practice in a more direct manner than other research publication types.  
Here, a qualitative single case study was employed in Stream 1 to investigate the 
experiences of staff and service users on Poppy ward.  
 
3.3.3 Mixed Methods-Case Study 
The methodology which was thought to most appropriately and thoroughly address 
the research questions identified as well as the considerations above was mixed methods 
combined with a case study. Although not a traditional approach, it is nonetheless represented 
in the literature: Guetterman and Fetters’ (2018), systematic review identified two innovative 
approaches to integrated mixed methods and case study designs: the Case Study-Mixed 
Methods Design (CS-MM) and the Mixed Methods-Case Study Design (MM-CS; see Figure 
3.2).   
The difference between the two is that while the CS-MM comprises of an overarching 
case study which employs mixed-methods, the MM-CS mixed methods approach 
encompasses both a case study (which can include qualitative and quantitative data) and a 
qualitative component.  
The present research combines and extends these approaches with an overarching 
mixed methods approach, similar to MM-CS and thus took on this label. In this research 
programme, the Mixed Methods umbrella branched into a qualitative case study arm and a 
mixed-methods arm.  
 
Figure 3.2 
Mixed Methods-Case Study Design 





The three dimensions necessary to situate the type of mixed methods employed 
include level of mixing; time orientation; and emphasis of approaches. This research entailed 
a partially mixed design, meaning the data was mixed at the interpretation phase. Time 
orientation varied in this research programme: Stream 1 entailed the case study with data 
collection occurring at the same time. Stream 2 involved an exploratory sequential design 
with an embedded concurrent phase, in which qualitative data (the focus group) was collected 
first, followed by both qualitative and quantitative data (the acceptability survey) which were 
collected simultaneously, followed sequentially by a qualitative phase (interviews). The 
emphases are demonstrated below in the conventional mixed-methods notation style first 
developed by Morse (1991) and added to by Tashakkori and Teddlie (1998) as well as Plano 
Clark (2005); see Creswell (2014, p. 12) for an elaborated explanation.  
(Stream 1 / case study: QUAL)  (Stream 2: QUAL + quant  QUAL). 
The qualitative phases were given emphasis in this research due to the explorative 
nature of the research; its small scale; and the desire to contextualise the data as richly and 
deeply as possible to convey the meaning expressed by participants in their responses.  
 
3.3.4 Briefly Addressing the Incompatibility Thesis 
It is beyond the scope of this work to describe in full the history of debates which 
have permeated discussions in the literature about mixed methods research; however, it 
merits recognition that still today there are researchers and schools of thought which oppose 
the mixing of qualitative and quantitative research methods. Though the debate has occurred 
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at different levels of inquiry including the political and the technical, most debate occurs at 
the philosophical level.  
The philosophical incompatibility thesis refers to the belief that certain research 
methods have inherent epistemological assumptions which may be oppositional if combined. 
Some view qualitative and quantitative methods as oppositional and are therefore seen to 
result in a philosophically incoherent methodology when mixed. Hathcoat and Meixner 
(2017) propose a more nuanced view of this proposition, suggesting traditionally labelled 
‘quantitative’ and ‘qualitative’ methods vary in their epistemological assumptions which 
range from positivist to interpretivist, and where philosophical assumptions as opposed to the 
type of data (text versus figure-based) is relevant. 
The critical realist perspective adopted here leads to an emphasis on ontology which 
aligns with the conditional incompatibility thesis, and which McEvoy and Richards (2006) 
deem an ‘anti-conflationist’ position. This entails the view that it is appropriate to combine 
methods when a common ontological and epistemological position can be sustained. I argue 
the methods selected for the purpose of this research are philosophically coherent. The 
identification of the theoretical perspective adopted for this research follows and is included 
in a description of the relevant epistemological and ontological assumptions in Chapter 4. 
For the purpose of aligning the mixed methods approach with critical realism here, 
the quantitative element of this study, the inclusion of which may draw the most critique, 
aligns with the critical realist stance on the purpose of quantitative methods of inquiry. 
Critical realism prescribes the use of quantitative data to simplify descriptions of the subject 
of study by demonstrating their properties statistically. This was done not for prediction 
purposes or to imply a causal relationship, but to describe the object of study; this position 
aligns with the critical realist perspective described in detail in Chapter 4.  
In this research, the decision was made to include qualitative data alongside 
quantitative data given the critical realist framework views the combination of as many 
means of eliciting views as possible to encourage a broader, more nuanced perspective. The 
exploration of conflicting views promotes the possibility of generating ways of understanding 
or theories that can be tested (Danermark et al., 2019). 
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3.4 Justification of Methods 
3.4.1 Stream 1 
Stream 1 involved a case study of service users and staff of a positive practice ward 
(see Chapter 1). The method chosen for this was interviews, semi-structured interviews 
specifically. The rationale for this decision follows. 
 
3.4.1.1 Semi-Structured Interviewing. Interviews were identified as the most 
appropriate method of investigating meaning construction by participants, to illuminate the 
participants’ interpretation of their reality, as well as gain access to the social context, 
resources, and limiting factors participants encounter (Smith & Elger, 2012). Semi-structured 
interviews were chosen for this stream to allow for flexibility in pursuing lines of enquiry as 
the interview unfolded. The interview schedule served as a guide and was not intended to be 
adhered to rigidly (see Chapter 4 regarding the SUAG’s role in the development of the 
interview schedules). Both Poppy staff and service users participated in semi-structured 
interviews.  
 
3.4.2 Stream 2 
Stream 2 involved a mixed-methods approach including 1) the PNM’s development; 
2) following staff training on the PNM, an evaluation of its acceptability through a focus 
group with Poppy ward, and 3) an online phase of online qualitative and quantitative 
questionnaires followed by online interviews.  
See Chapter 7 for a full account of the PNM’s development and a description of the 
staff training on the PNM delivered to Poppy ward. 
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3.4.2.1 Focus Group. The key objectives following the staff training were to have 
participants share and compare their experiences of the training, explore their shared views 
regarding the Model’s acceptability as well as enablers and barriers, and develop and 
generate ideas of how to address barriers and/or modify the implementation strategy for the 
benefit of future research. Given these targets, a focus group was decided to be the most 
appropriate method of evaluation (Breen, 2006). As summarised by Tickle and Braham 
(2012), focus groups can also enable the perception of a safe forum (Sim, 1998); 
cohesiveness, empowerment, and mobilisation (Morgan, 1996; Sim, 1998); as well as clarify 
and expand discussion of views (Kitzinger, 1995). These were all desirable outcomes for the 
use of a focus group in this research (see Chapter 8 for the results). 
 
3.4.2.2 Online Quantitative Questionnaires. Through the collection of quantitative 
questionnaires, data was collected to simplify descriptions of the PNM’s acceptability by 
demonstrating its properties statistically. This was done not for prediction purposes or to 
imply a causal relationship, but to describe. This position aligns with the critical realist 
perspective described in detail in Chapter 4; see Chapter 9 for quantitative questionnaire 
results.  
 
3.4.2.3 Online Qualitative Questionnaires. Qualitative surveys have been suggested 
to elicit deep, nuanced responses from participants in the tradition of other, more common 
qualitative methods such as interviews. This challenges what Braun and colleagues (2020) 
call “misplaced” assumptions regarding the capabilities of qualitative surveys to capture the 
experiences of participants. The rationale for the collection of qualitative data was to create 
an opportunity for participants to provide as much context, information, and space to reflect 
as they wished. As acceptability was the focus of Stream 2 and this topic presents the 
possibility of a multitude of ideas being explored, it was key to allow for a less restrictive 
means of response. 
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3.4.2.4 Online Semi-Structured Interviews. Justification for the use of semi-
structured interviews aligns with that described above in Section 3.4.1.1. However, in Stream 
2, interviews were carried out online through a video conferencing platform due mainly to 
pragmatics. First, these data were collected during a period of physical distancing measures 
imposed by the UK government due to the COVID-19 pandemic, which necessitated remote 
data collection. Second, the aim of this phase was to gain a wider range of participants, 
geographically, culturally, and otherwise; the use of online interviews enabled this given its 
superior convenience. Recent research (Gray et al., 2020) indicates a host of positives to 
emerge from the use of web-based interviewing, including: 1) convenience; 2) potential for 
enhanced privacy; 3) accessibility and 4) its time-saving nature (for example, no need to 
travel). Although there are likely several disadvantages, these are not explored here. 
Given the need to justify the inclusion of more than one qualitative method in one 
study as described by O’Reilly and colleagues (2020), here the use of interviews following 
the qualitative survey allowed for follow-ups to questions, the opportunity to probe responses 
to the previous survey phase and provided space to give examples, add nuance, and expand 
on responses.  
 
3.5 Participants 
Participants in both streams included those with both lived experience and 
practitioners (as well as those who identify as both). Specific recruitment procedures are 
described in Chapters 5, 6, 8, and 9 as well as participants’ demographic characteristics. The 
present research is small-scale case and acceptability study and therefore considerations 
surrounding sample size are based on pragmatics surrounding the availability and feasibility 
of the research to Poppy ward and the resources available (Leon, Davis, & Kraemer, 2011). 
 
3.6 Data Analysis 
Qualitative data were analysed using reflexive thematic analysis (RTA; Braun & 
Clarke, 2006; 2020). This approach was chosen due to its alignment with critical realism 
given its interest in experience (Braun & Clarke, 2020) as well its established use with mixed 
methods (McBeath et al., 2019). The flexibility of thematic analysis has been acknowledged 
as both liberating and curtailing. While it allows for nuanced, rich data, it can equally lead to 
“poorly constructed and executed analysis” (Trainor & Bundon, 2020, p. 1). Braun and 
Clarke (2020) have decried common problems in research employing RTA and there is a 
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dearth of transparent accounts of its process (one notable exception was recently published; 
Trainor & Bundon, 2020). However, Braun and Clarke have published an abundance of 
guidelines and examples of approaches (Braun & Clarke, 2019a; Braun & Clarke, 2019b), 
which was helpful in undertaking this analytic approach. 
Quantitative data was not collected in abundance given small participant numbers and 
because data was only collected at one point in time. Thus, descriptive statistics were used in 
the analysis of quantitative data, which aligns with the critical realist agenda for the use of 
quantitative data to provide ‘reliable descriptions’ (McEvoy & Richards, 2006).  
Empirical chapters 5, 6, 8, and 9 each expand on the particular procedures taken and 
provide a description of the steps taken to ensure the rigour and quality of analysis.  
 
3.7 Ethical Considerations 
Aspects of this research (empirical chapters 5, 6, and 8) required NHS ethics, which 
was granted (18 NW 0212, IRAS ID 227356; see Appendix C) but which also was subject to 
various amendments throughout the research (see Appendices A and C). An application to 
the Anglia Ruskin University’s School Research Ethics Panel (SPREP), ratified by the 
Faculty Research Ethics Panel (EHPGR-28), was granted for the online phase of Stream 2 
(see Appendix C).   
By conducting research with human participants, I was ethically obligated to adhere 
to the Belmont principles: respect for persons, beneficence/non-maleficence, and justice. The 
following section details how I went about this.  
Written or digital consent was obtained from all participants. Although the SUAG 
(see Chapter 4) reviewed the interview schedules to ensure the questions asked throughout 
this project were of an everyday nature and not likely to provoke an emotional response, 
emotional evocation was an acknowledged possibility due to the nature of qualitative 
research (Hammersley & Traianou, 2012). This, combined with the possibility of collecting 
sensitive information, meant all participants were advised they could terminate or pause the 
interview at any time or skip any questions they did not wish to answer. Debriefing forms 
with local mental health helplines were also provided and discussed.  
All participants were advised the data they provided was treated with care to preserve 
their privacy and anonymity; to this purpose, all participants were assigned pseudonyms. All 
data were stored on password-protected computers following relevant information security 
guidelines (either NHS or Anglia Ruskin University as it applied). All participants were 
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informed of what would need to happen in the event of a disclosure, including informing my 
supervisor and potentially others.  
Especially important for data collection at Poppy ward, my role as outsider was 
described: all participants were informed that what they said would not affect their care, lives 
or change how I felt about them. Interviews took place in quiet, private spaces. All 
participants were given the option to withdraw their data; none did.  
Consent was given to digitally record the focus group and interviews. See Chapters 5, 
6, 8, and 9 for details related to ethics adhered to throughout this research. 
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4. Chapter 4 Theory and Philosophical Framework 
4.1 Chapter Overview 
The following chapter will begin with an orientation to the position this research took 
towards how best to understand mental health and provide care. This is followed by a 
description of the selection process for the theoretical orientation for this research and the 
ultimate identification of critical realism, which is then described in detail. The 
epistemological and ontological position of this research follows. The chapter concludes with 
a review of the relevance and importance of PPI in mental health research, followed by a 
description of how PPI was implemented in this research via a SUAG and their activities 
throughout the research process.  
 
4.2 Theoretical Perspective 
A variety of theoretical perspectives were considered for the purpose of this research. 
According to authors Creswell and Plano Clark (2017), theoretical perspectives (what they 
term ‘worldviews’) can be broadly defined as a particular way of viewing the world, along 
with the various philosophical assumptions associated with that point of view. Creswell and 
Plano Clark (2017) identify four worldviews: postpositivism, constructivism, transformative, 
and pragmatism. Teddlie and Tashakkori (2003) parse positivism and postpositivism into two 
worldviews, and so their taxonomy expands to that of five worldviews. Although these are 
often the paradigms cited in the literature, other mixed-methods paradigms have been 
suggested (for example, Harrits, 2011, with nested analysis, praxeological knowledge; 
Lincoln and Guba’s 2003 paradigms for qualitative research, namely constructivism, critical 
theory, and participatory paradigms; Schwandt, 2003, with qualitative paradigms 
interpretivism, hermeneutics and social constructionism).  
The philosophical framework was the subject of much consideration for this research 
given the research questions and the identification of mixed methods as the most appropriate 
data collection route. The underlying philosophy supporting mixed methods has been the 
subject of much discussion in the prevailing literature given concerns about the 
incompatibility thesis, which was discussed in the previous chapter.  
 
4.3 Critical Realism 
Critical realism (Bhaskar, 1998) was ultimately chosen to support this research given 
its theoretical coherence in providing support to both qualitative and quantitative research 
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methods and its ontological and epistemological assumptions. Much can be said about critical 
realism and many philosophical textbooks have been written on the subject. In the interest of 
brevity and relevance, here I discuss only the topics which maintain a direct link to this 
research and refer readers to works by Bhaskar, Cruickshank, Sayers, and Archer (Archer et 
al., 2013; Bhaskar, 1998; Cruickshank, 2003) for further discussion.  
To first summarize the philosophical tenets of critical realism, I will provide an 
overview of the defining set of ideas critical realism represents to best orientate the reader to 
this particular understanding of the world. These include a realist ontology, epistemic 
relativism, and judgmental rationality (Archer et al., 2016).  
According to Sayer (2010), the most basic tenet of realism is the independence of the 
world from our thoughts about it. This perspective entails an ontological realism; that is, 
events in the world occur and exist independently of our perception of them. The 
preoccupation of critical realism with ontology deviates from other prominent philosophical 
approaches which are largely concerned with epistemology. Further, unlike other 
philosophies, the critical realist approach assumes that reality can be parsed into three layers: 
the real, the actual, and the empirical (Danermark et al., 2019). The ‘real’ refers to objects 
and their associated structures, powers, and liabilities. The ‘actual’ are the mechanisms which 
are triggered by the real which produce change. The ‘empirical’ is what actors experience and 
is a product of the real and the actual (Fairclough et al., 2004).  
Thus, critical realism distinguishes itself from prevailing worldviews including 
postmodernism and constructionism by resisting the acceptance of the idea of there being no 
rational self and that knowledge is simply a reflection of commonly accepted discourse 
(Cruickshank, 2003). Critical realism rejects this notion, arguing that it is possible for the self 
to be socially mediated but not determined (Cruickshank, 2003); and the self can obtain 
knowledge of reality distinct from our representations of it via fallible theories.  
 
4.4 Epistemology and Ontology 
Ontological realism aligns with my own developing worldview, which evolved 
throughout the process of the research. Starting out from the perspective of an unexamined 
post-positivism, speaking to those with lived experiences, attending conferences, being 
exposed to activist blogs and emerging discourse critiquing the medical model and the 
dominant ‘DSM mindset’ (Johnstone et al., 2018) forced me to challenge my own worldview 
for the first time. In terms of how ontological realism buttresses this research, its exploratory 
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status allows for the tentativeness required of any conclusions as well as the acceptance of the 
interpretation of results as fallible.  
Epistemic relativism refers to an epistemology, or theory of knowledge, that views 
knowledge of reality as situated in a historical, social, and cultural context (Archer et al., 
2016). Epistemic relativism accepts knowledge as being dependent on context, concept, and 
activity, accepting agents’ accounts as fallible (Archer et al., 2016). Further, while realism 
entails a pursuit of the truth, this ‘truth’ is situated within a particular time in history and 
cannot be seen as removed or objective in any way. As Archer and colleagues (2016) state, 
however, this does not lead to the conclusion that knowledge is an impossible goal, only that 
our views of the world are perpetually fallible and historically situated and necessitate such 
concepts as methodological pluralism to access reality by different means.  
The mixed-methods design of this research thus aligns well with epistemic relativism; 
the use of quantitative questionnaires in addition to qualitative questionnaires, semi-
structured interviews, and a focus group allowed for the exploration of Poppy ward and the 
acceptability of the PNM at a greater depth than any one method used alone. Additionally, 
the setting of the research as well as the attempt to understand underlying attitudes and 
perceptions of the actors supported the choice of critical realism. Critical realism 
accommodates complexity with its multiple levels of reality and acknowledgement of unseen 
mechanisms with forces and potentialities of their own; this approach aligns with the 
exploration of multiple sources and mechanisms of power explored via the PNM. 
Arguing for the logic of the third argument in the set of philosophical positions 
espoused by critical realism, Archer and colleagues conclude with judgmental rationality as 
the natural product of ontological realism and epistemic relativism: critical realists must 
therefore believe there are criteria for judging the explanatory power of theories about the 
world, or as phrased by Danermark and colleagues (2019), judgmental rationality refers to the 
proposed “theoretical and methodological tools which can be used to discriminate among 
theories regarding their ability to inform us about the external reality” (p. 10). Pilgrim (2019) 
indicates the basis for judging this proposed knowledge as an ‘enlightened’ version (Pilgrim, 
2019) of ‘common sense’ in identifying the ‘best fit’ explanation for a phenomenon. Archer 
and colleagues (2016) argue that it is possible for social science to improve its knowledge 
about reality over time, and to make relatively justified statements about the ‘real world’ 
while at the same time being historical, contextual, and subject to change.  
As stated above, the second part of this exploration of critical realism is grounded in 
methodology, theory, and the proposed contribution of critical realist-informed social 
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sciences to society. Danermark and colleagues (2019) propose a framework of critical realist 
methodology that can be summarized by fundamental arguments, one of which informed this 
research: the overarching endeavor in social science research is to provide an explanation for 
events and processes, which involves first isolating and describing properties and causal 
mechanisms responsible for events; and then providing a description of what circumstances 
generate certain mechanisms and how. One of the aims of this research was to explore the 
acceptability of the PNM empirically; this was measured quantitatively through measures of 
acceptability. The data generated via questionnaires was further contextualized using the 
testimonies of participants through the interviews.  
The lens of critical realism provided additional rationale for the inclusion of the 
SUAG in this research. Realist approaches allow for the necessary consideration of 
dynamism and context (rather than controlling for them), which supports the development of 
an understanding of which interventions will work in applied settings (Marchal et al., 2012). 
By acknowledging this context, the reasoning and actions of the individuals involved in the 
research may explain the prospective integration or implementation of the PNM (Wand et al., 
2010). The SUAG with its insight regarding culture and practices helped inform the analysis 
of interview-based data, and its advice was instrumental regarding which gatekeepers to 
approach, how to enhance recruitment, and how to increase the acceptability of the PNM 
itself. 
 
4.5 Patient and Public Involvement 
This research sought to forward the movement towards collaborating meaningfully 
with service users within mental health research. Representation of service user perspectives 
was enabled in this project by including PPI. PPI refers to the inclusion of service users, 
carers, and members of the public in research which ultimately affects them. Evidence of 
patient and public involvement is increasingly becoming a requirement for funding by 
research funding bodies given the ethical and practical benefit of conducting research based 
on the feedback and contributions of stakeholders. The NHS national advisory group, 
INVOLVE, has been established to guide PPI in health and social care research and makes 
important distinctions between involvement, participation, and engagement in research. 
Examples include carers or service users being joint grant-holders, members of a project 
advisory group, or commenting on and developing participant-facing materials (INVOLVE, 
2012).  
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There is some debate surrounding PPI, mainly held by professionals, concerning 
whether and how it should be evaluated (see discussions by Crocker et al., 2017; Edelman 
and Barron, 2016; and Staley, 2015). The stance I take here is that PPI offers both 
constructivist (PPI is a morally correct undertaking in research given its benefit to the quality 
and relevance of research) and deontological (PPI returns the power and right to make 
decisions to stakeholders) benefits. It also serves an important theoretical purpose (Telford et 
al., 2002) in that it facilitates a more holistic picture of health, which traditionally 
concentrates on disease, or clinical problems versus the individual’s experience of their own 
difficulties. These perspectives allow deeper insight into phenomena.  
Esmail and colleagues (2015) summarise the empirical research indicating the value 
of PPI in research, including its enhancement of the methodological rigour of the research by 
improving its quality and validity (Ahmed & Palermo, 2010; Barber et al., 2011; Allen-
Meares et al., 2005); development of research ideas and feedback on usefulness of research 
(Lindenmeyer et al., 2007); shaping research questions (Abma et al., 2009); increasing 
recruitment (Lindenmeyer et al., 2007); and increasing learning (Barber et al., 2011).  
The inclusion of PPI has also supported deontological aims, as demonstrated through 
research; service users have assisted to ensure data analysis reflects patient perspectives and 
service user involvement has affected the provision of services across a range of settings 
(Crawford et al., 2002). The involvement of service users has been shown to influence 
directorate research agendas (Gordon et al., 2018) and service users further indicated their 
participation in research has contributed meaningfully to their professional or academic 
community ‘give back’ to the NHS (Gordon et al. 2018). The following section will describe 
how PPI was utilised within this research. 
 
4.5.1 Service User Advisory Group 
A SUAG was recruited to ensure the service user perspective was considered 
throughout the project. The SUAG’s function was to provide feedback, help with specific 
tasks, and raise issues of concern (Davies, 2016). Without lived experience of mental health 
services or professional experience within the context of acute services myself, with the 
assistance of my local Research and Development User and Carer Manager, I recruited a core 
membership of three individuals with lived experience during the Model development phase. 
Two of the original three continued to contribute during the analysis phase. These two core 
members attended approximately 20 meetings in total. An additional two one-off meetings 
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were held with individuals who were ultimately not able to commit to the research over the 
longer term. All advisory members had experienced life on inpatient wards in the UK, with 
all but one having attended services within the local Trust. Despite the open eligibility 
criteria, all those who contributed to the research in an advisory capacity were women.  
Each member was compensated for their time, reimbursed for travel, and given 
refreshments during in-person meetings. Issues discussed with the SUAG included: the role 
of the group; feedback on participant information sheets; advice on the interview protocol; 
advice on engagement with staff management; the analysis of data; and how to ensure 
appropriate and sensitive recruitment of service users. Advice was sought on what findings 
might be of most practical interest and how they might best be disseminated to the public and 
practitioners.  
Although the SUAG involvement was valuable throughout this research, two 
particularly noteworthy phases are highlighted. First, the SUAG assisted with the 
development and refinement of the interview schedules employed in Stream 1. The SUAG 
was also instrumental in assisting the creation of the formulation model developed for this 
research, the PNM, which is described in detail in Chapter 7. Finally, the SUAG assisted with 
the analysis of the service user interviews described in Chapter 6; their feedback and the 
resulting analysis are described therein.  
 
4.6 Summary  
 Critical realism was chosen as the philosophical framework for this research. Briefly, 
this stance entails the belief that an objective reality exists but that our knowledge of it as 
humans is fallible and we may never reach it. However, we can come closer to reality 
through our best guesses (theories) that we devise through an assortment of evidence from as 
wide a base as possible. PPI entails both moral and efficacy-based arguments and was 
employed in this research through a SUAG, who contributed throughout.  
 
  




5. Chapter 5 Staff Interviews 
5.1 Chapter Overview 
This chapter reports on the Stream 1 case study findings of staff interviews as 
outlined in 3.4.1. In Chapter 2, the literature relating to staff experiences of inpatient services 
and specialist inpatient services were presented. This phase of the research intended to 
explore an exceptional case of positive practice within a specialist inpatient ward, Poppy 
ward (see Chapter 1). The opportunity to explore the conditions that allow for positive 
experiences adds to the current body of literature.  
Little evidence exists to indicate how recovery is supported within services, and 
particularly within specialist services for individuals with a diagnosis of personality disorder 
(Donald et al., 2017). Poppy ward advocates for SDM and PRT, both believed to endorse 
service user empowerment. By exploring the experiences of staff related to their application 
of these principles, it is possible to further investigate how recovery principles can apply to 
specialist services for BPD. 
The aim of this research was to explore staff experiences of care on a positive practice 
ward (see Chapter 1).  
The research question explored in this research was: 
3. What factors do MDT staff believe are involved in the operation of Poppy ward as a 




See Chapter 1 for a full description of Poppy ward.  
 
5.3 Methodology 
The rationale for undertaking an embedded case study approach along with other 
philosophical rationale and details are outlined in Section 3.3.2.  
Briefly, given the nature of the research question and desire to access rich, in-depth 
data relating to the operation of a positive practice specialist ward, a case study design was 
chosen (Yin, 2013). Interviews were chosen to provide insight, explanations and a personal 
account of meaning and attitude (Yin, 2013), and semi-structured interviews were selected to 
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guide a discussion that addressed the research question whilst allowing some scope to pursue 
topics of interest to the participant.  
The interview schedule was developed according to a review of the literature related 
to positive practice and qualitative research (Crotty, 1998; Fischer, 2006; DiCicco-Bloom & 
Crabtree, 2006; Green & Thorogood, 2018; Harrell & Bradley, 2009; Morgan & Smircick, 
1980) as well as input from my supervisory team and the SUAG. Questions were formulated 
relating to: 1) how staff develop an understanding of service users’ challenges and/or needs; 




Interviews ranged in length from 16 minutes to 34 minutes. Prior to the interviews 
taking place, I sent the ward manager copies of the Participant Information sheets and 
Informed Consent forms (Appendix D) to disseminate these to staff on my behalf. I verbally 
explained these documents to participants ahead of the interviews and each participant signed 
a consent form prior to taking part in the research. Participants were debriefed following the 
interviews.  
 
5.3.2 Participants and Recruitment 
Recruitment of staff participants involved my attending two staff meetings to 
introduce myself and the research. At the second meeting, I handed out a sign-up sheet for 
staff to indicate their interest in participating (10 signed up). Alongside the ward manager, I 
identified times during the working day when the maximum number of staff would be 
available, including during handover and when weekly educational sessions were scheduled. 
The ward manager then booked an available room with the ward administrator, and they 
would then either email the team to alert them of my presence or announce it during their 
morning meeting. 
While Terry and colleagues (2017) recommend 15-20 interviews for a PhD project 
whose RTA data represents only part of the entire thesis, this was not possible in this 
research; as agreed beforehand with Poppy ward’s gatekeepers, 10 staff was the target 
number of interviewees given the limited time and staff availability within the inpatient ward 
setting. Thus, participants were 10 Poppy ward staff members whose roles involved one-on-
one therapeutic interaction with service users.  




5.3.3 Ethical Considerations 
Section 3.7 provides details relating to the overall approach to taken in this research. 
Pseudonyms were assigned to service users to retain their anonymity. The decision was made 
not to specify the role of more senior staff (identified instead as ‘senior staff member’) given 
their fewer number and, as such, higher vulnerability to identification, particularly by other 
participants.  
 
5.3.4 Transcription of Interview Data 
I transcribed verbatim the audio from each participant’s interview. I carried out the 
transcription myself to become adequately familiarised with the data (see stage one of 
thematic analysis described below). All spoken words were included. The decision was made 
here to include some features of speech, including hesitations (demarcated by a ‘[pause]’). 
However, the interviewer’s ‘guggles’ (noises demonstrating understanding or 
acknowledgement; Hayfield et al., 2019) were removed. ‘[...]’ indicates the removal of 
excess detail or potentially identifying details from the data (Clarke & Demetriou, 2016).  
 
5.3.5 Strategy for Data Analysis 
Analysis followed the process of RTA as described by Braun and Clarke (2006), 
which involves six phases: familiarisation with the data (listening and re-listening to the 
recordings; reading and re-reading the transcripts); generating initial codes (taking notes 
during the familiarisation process); searching for themes (revisiting codes, collating similar 
codes and identifying common meanings); reviewing themes (comparing data to themes, and 
attempting to strike a balance between themes relating to one another without being ‘too 
distinct’; Terry et al., 2017); defining and naming themes (constructing a story about the data 
that captures its complexity and patterns; Terry et al., 2017); and finally producing the report. 
There was some degree of iteration where, for example, writing the report led back to 
defining and naming the themes followed by writing the report once again. In line with the 
‘Big Q’ RTA orientation, I aimed for transparency in my role in the development (as opposed 
to ‘discovery’) of the themes presented in the following analysis. Equipped with the same 
research question, another researcher may well have concluded with different themes; 
similarly, ‘data saturation’ was not a goal, nor is it relevant to the approach taken in this 
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research. For further contextualisation of the research approach I took and an interpretation of 
the results described below, see Section 1.5 for a reflective statement.  
A critical realist framework guided the analysis; thus, attention was paid to both 
semantic and latent aspects of the data. The analysis was largely inductive, with the data itself 
guiding the development of the themes. 
 
5.3.6 Procedures for Assessing the Quality of the Analysis 
To demonstrate the merit of this work, both Yin (2013) and Braun and Clarke (2020) 
were consulted to determine the features or steps indicative of high-quality work. Beyond 
providing justification for my methodological decisions (see Chapter 4), I have ‘owned my 
perspective’ in Chapter 1, which is of particular importance where the researcher is an 
‘outsider’ to the group researched, according to Braun and Clarke (2020). Care was taken to 
ensure conceptual and theoretical coherence throughout this work (for example, no 
‘codebooks’ or mentions of ‘generalisability’ are made). Finally, Poppy ward staff were 
consulted in June 2020 regarding their views of the validity of the themes; positive feedback 
was given, and no themes were objected to.  
 
5.4 Demographics 
Demographic data was collected later in the research process, during Poppy ward staff 
training. Given the difficulties arranging continuity of participation (see Chapter 7), the 
demographic information of only six of the 10 interviewed staff was collected. Four 
participants who identified as female and two as male took part in the research. On average, 
participants were 37 years of age, ranging from 23 to 53 years old. Participants had 
undergone 4.83 years of training on average, ranging from two to 15 years, with an average 
of 8.47 years of clinical experience (ranging from .83 to 14 years). Participants had been in-
role for an average of 3.78 years, ranging from six months to 12 years and working at Poppy 
for an average of 3.89 years (ranging from .83 to 7 years). Participants were from a wide 
range of professional backgrounds with one each of the following roles: deputy ward 




Before interpreting the findings, readers are advised there was some evidence of 
service users being seen by staff through the lens of their diagnosis (for example, generalising 
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statements relating to service users) while others evidenced more individualising views, 
indicating the goal of treatment is to see beyond the diagnostic label. In DBT terms, this 
represents a dialectic. Staff members with greater seniority tended to demonstrate increased 
willingness to be critical of processes, although this was not consistently true. Many staff 
made comparisons to other wards, framing Poppy ward as superior.  
Three superordinate themes were developed and are fleshed out in detail below (see 
Table 5.1). These include (a) ‘really, really good’ relationships, (b) culture of empowerment, 
and (c) team support and development. It is important to note that while the following themes 
are focussed on positive reflections on ward practices, they are balanced throughout by more 
critical perspectives.  
 
Table 5.1 
Summary of Staff Interview Themes 
Theme Subtheme 
Really, Really Good Relationships Community 
 Relationships With Unqualified Staff 
 Enablers of Good Relationships 
 Barriers to Good Relationships 
Culture of Empowerment Reclamation of Responsibility for Risk 
 Collaboration and Involvement 
 Barriers to Empowerment 
Team Support and Development Staff Supporting Staff 
 The Value of (Ongoing) Education on 
Personality Disorder 
 The Value of (Ongoing) Education on DBT 
 Securing Your Own Mask Before Assisting 
Others 
 
5.5.1 Really, Really Good Relationships 
This theme captures the emphasis participants placed on the relationships they 
experience within the ward at community, therapeutic and human/personal levels. 
Participants described how Poppy ward service users are assigned a core team, with the 
traditional primary nurse allocated as their key worker, as well as an associate nurse, an HCA 
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and a DBT therapist. Each shift, a service user is allocated a named nurse, or a particular staff 
member to speak to. Enablers and, to a lesser extent, barriers, were identified in relation to 
the development and maintenance of these relationships.  
For this ward, relationships represent one of the most important factors in cultivating 
a therapeutic environment and the effective functioning of the ward. Within this relational 
theme, the subordinate themes were, ‘community,’ ‘relationships with unqualified staff,’ 
‘enablers of good relationships,’ and ‘barriers to good relationships.’  
 
5.5.1.1 Community. A feeling of community was reported to be actively fostered on 
the ward such that relationships between all individuals on the ward were thought to be 
equally good. A senior member of staff, Brandon, indicated, “I think all staff have a relatively 
good relationship with all the patients if you see what I mean […] we strive to make sure all 
staff and all the patients [know each other]”.  
Staff feeling confident in their equal understanding of all service users was a 
sentiment commonly reported. For example, Ariel reported, “I think-I think we all know the 
patients equally well,” and Christopher reported “I think everyone knows everyone quite 
well, actually.” 
Participants described structures in place that support this, such as a randomised rota 
of staff responsible for particular service users for the day. As stated by Emily, “[I] get to 
know everyone on a one-to-one basis anyway… I wouldn’t say I particularly know 
[particular service users] any better than any of the others”. Daily community meetings also 
took place with service users and staff at all levels. In Bree’s words, “We all have a 
community meeting in the morning where we all talk to each other every day and the 
evenings”.  
Staff also reported a flattened hierarchy amongst the MDT and a feeling of 
community or unity. As stated by a senior member of staff (Brandon), “The most important 
part of the ward, really, is interpersonal relationships, debriefing staff. We’re a single 
community rather than two divided groups.”  
The community ethos was found to extend to relationships between discharged 
service users and the ward. For example, discharged service users attend ‘social teas’ on 
Fridays. As stated by another participant:  
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Patients who have been discharged and are back in the community are welcome to 
come along to that and just kind of keep in touch and-and share their learning with 
other people […] it’s a way to kind of keep those connections there. (Grace) 
 
An ongoing relationship between discharged service users and the ward was deemed 
important by a senior member of staff (Brandon): “[Relationships are] ongoing. I don’t see 
people as non-patients or ex-patients and-[…] Whoever’s willing to come [to social tea]– 
everybody’s able to come back and say hello, really”.  
A senior member of staff (Juniper) clarified service users returning may serve to be 
socially therapeutic: “that relationship’s still there […] Um, obviously not in a supportive 
way […] But it’s nice for them to come back and […] And that helps them”. In a similar way, 
staff also encouraged discharged service users to embrace their lived experience and capacity 
to aid other service users. A senior member of staff elaborated on this:  
 
It’s potentially a perspective that a patient’s moved from their sort of working patient 
role to the ex-patient role […] And-and I imagine there’s a shift within their 
understanding […] Of the working relationship if you see what I mean, so if you 
come back as the expert. (Brandon) 
 
5.5.1.2 Relationships with Unqualified Staff. Despite a reportedly good level of 
knowledge and familiarity amongst all on the ward, service user and staff alike, the 
unqualified members of staff (HCAs) interviewed indicated a particularly strong relationship 
with service users.  
One HCA, Emily, emphasised the majority of their working day is spent with service 
users:  
 
I am probably, if you like, one of the people who spends the most time with our client 
group on a daily basis, so I generally […] am, you know, apart from small amounts of 
time within meetings and in the office where I might have to write some notes and 
things, I will generally be on the shop floor. (Emily) 
 
Compared to other staff, the extended time HCAs spend with service users was thought to 
lead to a deeper or different kind of understanding. 
Some unqualified members of staff felt that because they spend more casual time with 
service users, they can develop a deeper understanding of these service users. In describing 
their ability to develop understanding of service users, one HCA, Una, stated: 
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You find out more about people and…[in] a more informal environment, you’re more 
natural … some people have found it hard when their kind of therapist isn’t a ward-
based member of staff…it’s easy to build that kind of rapport and relationship in a 
much more informal way. (Una) 
 
The informal environment described by Una was elaborated to include weekend 
activities away from the ward, such as trips to the zoo or dinner together, which may serve to 
break down any barriers potentially imposed by a professional identity that might otherwise 
manifest in the context of a ward, (for example, staff versus service user).  
 
5.5.1.3 Enablers of Good Relationships. Staff described informal activities 
undertaken by both staff and service users as supporting the development of stronger 
relationships. Specific activities were described: Bree spoke of a recent camping trip and 
recurrent “midday festivals and things like that.” Una described how other activities and time 
spent together can replicate ‘normal’ life for service users.  
 
So I think it’s every Tuesday afternoon, we have our, like, out-and-about group. Um, 
for about 3 or 4 hours- …  we usually run that and usually I’ve got weekends as well, 
um, kind of taking them all out to the beach or anywhere, we went to the zoo not that 
long ago… out for dinner… It’s quite nice to do stuff, like, normal- Family life. And 
what you do with, like, your friends. (Una) 
 
The importance of time in enabling relationships between staff and service users was a 
recurrent theme amongst staff and viewed as being necessary for the quality of the 
therapeutic alliance. For example, one nurse, Grace, indicated, “You can build a really, really 
helpful therapeutic relationship with people because you’re seeing them really regularly […] 
Uh, for quite an extended period of time”. This was concurred by a senior member of staff 
(Christopher) “Over a period of time, you develop an understanding of the person and their-
their difficulties and their situation”. 
Perhaps as a by-product of time, Grace described deepening their understanding of 
and relationships with service users through both difficult and joyful experiences:  
 
People are in here for a long time; you go through lots of ups and downs with people 
in terms of their-their own lives and you’re there as a support so it really builds up 
that confidence to be able to come and talk when they’re in distress. (Grace) 
 
Some staff members indicated that time is especially important for service users with a 
diagnosis of BPD; however, it was pointed out by a nurse participant (Alexis) that this may 
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simply be true for anyone who is expected to engage with the vulnerability of others: “I 
suppose it happens [to] everybody: me, you, or anyone […] Before we can make that trust 
and confident being talking to someone, I think it would take us a little while”. 
An important facet of relationships was seen to be open and honest communication. 
This was considered integral to staff, particularly in engaging with service users. According 
to Bree, “Obviously with the DBT sort of stuff, they-not encourage staff disclosure, but, you 
know, we are… willing to be human”. They further reported, “That radical genuineness is 
something that we try and hit home to staff. So [they do this] as soon as they step on the 
floor”. 
Staff particularly emphasized an open and honest approach when engaging with 
service users, who some described as being particularly sensitive to the ward’s atmosphere or 
detecting where genuineness is lacking. Thus, they concluded the best strategy in engaging 
with service users is to “kind of come be honest” (Una). Another member of staff described 
particularly valuing “Being able to encourage [service users] to be open and honest” (Bree). 
Some staff emphasized that all individuals on the ward, not just staff, should practice 
openness and honesty. As stated by Heather, “It’s just, yeah, everyone just having a 
discussion-an open discussion about things.” As Una described, “I think we do always say we 
try and kind of keep that open and honest environment”. 
Staff also appeared to emphasise the importance of openness and honesty in terms of 
avoiding conflict that may otherwise lead to the use of restraint. For example, one member of 
staff described that when service users approach staff for one-on-one time and staff are 
unable to immediately oblige:  
 
Even if there’s a genuine reason why. I mean, I think you need to be honest with 
people, open, and talk to people and if you haven’t got time, tell them ‘I’-you know, 
‘I haven’t got time at the moment.’ (Ariel)  
 
5.5.1.4 Barriers to Good Relationships. Barriers to good relationships were not 
prominent themes within the data; however, it is important to report any instance where a 
barrier has been raised to convey the range of perspectives more accurately and therefore 
provide a more complete picture of the data.  
For example, the idea of a unitary community was also contradicted by Brandon: “it’s 
interesting that very quickly we split into ‘self’ and ‘other’ as a staff group.” Thus, perhaps, 
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the community sentiment promoted within the ward may be more difficult to maintain in 
everyday practice.  
‘Best fit’ between service users and clinicians was articulated by a subset of 
participants as playing a key role in treatment efficacy. Despite the common sentiment that 
all people on the ward know each other equally well, there was also an acknowledgement that 
extra-therapeutic factors are involved in the success of therapy. This included, for example, a 
clash of staff and service user personality types. For instance, one unqualified member of 
staff (Emily) indicated the quality of the therapeutic relationship “will depend. Like, for 
whatever reason, maybe you don’t click or maybe they don’t particularly want to talk to you 
[…] Individually and that’s fine too (laughs)… Assign me to someone else.”  
The absence of best fit may, however, impact the quality of the service user’s therapy, 
such as in service user disclosures of relevant aspects of a person’s history or other aspects of 
their life. For example:  
 
Sometimes we’ll find that some patients will discuss, like, one aspect of issues with 
one person quite a lot or two people, uh, and wouldn’t necessarily mention that to you 
[…] Depending on your relationship, I guess, with them. (Emily) 
 
Ward politics may be at play in terms of playing ‘hot potato’ with a service user who behaves 
in ways that staff find challenging. For example, one qualified member of staff indicated:  
 
I know when I first started on the unit, I did sometimes get stuck with the unpopular 
patient [laughs] […] And you could see from daily allocations that the unpopular 
patient, they get staff members saying no least… So, and that’s often the least 
qualified staff member. (Brandon) 
 
Thus, there appeared to be something of a hierarchy or ‘pecking order’ for staff and a 
perceived desirability of working with particular service users; the two also appear to interact 
at some level. This was only remarked upon by Brandon; however, given their more senior 
role, Brandon was potentially privier to these dynamics from both having personally 
experienced it as well as having witnessed it in subordinate staff.  
Whilst only a small subset of staff reported lack of service user engagement in 
therapy, this is nonetheless significant given how consistently it is reported to occur in the 
literature. Staff additionally observed that despite a lengthy pre-treatment phase in which 
service users are required to fully commit to the DBT programme and ‘want to get better’, 
that: 




Sometimes we’ll get through a year, and we’ll think, ‘oh, we know them really well’ 
and then actually, we’re like, ‘do we’?[...] It-kind of a lot of the time it can be quite, 
like, a front, having, you know, kind of like polite, everyday conversation-[…] And 
we’ll get kind of six or seven months in and we think: ‘we don’t actually know that 
much.’(Una, HCA).  
 
Staff who observed this phenomenon speculated this could be due to service users 
experiencing a legacy of what are often chaotic and overburdened inpatient treatment 
environments and feeling as if they could ‘coast’ and get away with only engaging on a 
surface level. For example: 
 
There’s someone that has been here, like, six months and we’re like, ‘actually, we 
really don’t know anything’… So it can be hard, because you think you know them 
quite well, and I think there is a few that you do…. Um, yeah, I think there’s 
definitely a few that kind of sometimes can kind of sail along… And not really 
engage that deep. (Una) 
 
Although staff generally felt they understood service users, they were less certain that 
service users feel understood consistently. Only one member of staff, Grace, responded 
unreservedly positively: “I think on the whole […] I-I think that they do feel understood, um, 
in this environment.” More frequently in answer to the question of whether staff believe 
service users feel understood, staff expressed varying degrees of uncertainty. For example, 
one member of the ward management team stated in answer to the question of whether 
service users feel understood, “I would say you would probably get a different answer every 
time that you ask that question” (Bree).  
Seven of the ten staff interviewed said that service users frequently express not 
feeling understood, although this was not generally taken to be a genuine sentiment, but 
rather a transient one.  
 
I think something we get thrown at a lot is kind of, you know, you don’t care or you 
don’t understand […] Um, but I think a lot of the time then that-when it’s kind of 
spoken about after, it all kind of-it’s more-it’s more of a heat of the moment, I think. 
(Una).  
 
Despite feeling at times that service users do not feel understood, these disagreements were 
thought to be resolved through open communication and dialogue. For example, as Emily 
stated: 
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They say to us, here they feel more understood than any place, generally, that they 
have been. I think there are times where some of our clients might feel that they’re 
being misunderstood […] And sometimes that is resolved by sitting down, but I-I 
would say generally overall that most of our patients feel quite-that they can, like, 
issues, conditions are understood. (Emily) 
 
5.5.2 Culture of Empowerment 
The superordinate theme ‘Culture of Empowerment’ describes the generally 
affirmative responses given by participants to questions relating to collaboration with service 
users and focuses primarily on the facets of empowerment represented in this ward as they 
relate to practice ethos and processes. Barriers were also explored although they represented 
a subset of the response given. Subthemes explored are ‘reclamation of responsibility,’ ‘we 
are patient-led,’ and ‘barriers to empowerment.’ 
 
5.5.2.1 Reclamation of Responsibility for Risk. Traditionally, ward staff act as 
custodians on the ward and are responsible for ensuring service users’ safety and security. 
This ward appeared to have eschewed this approach and sought to reassign responsibility and 
agency to service users. Service users were particularly encouraged to take responsibility for 
their safety on the ward, not only for ethical reasons but also for pragmatic reasons of 
treatment efficacy. As stated by Juniper, a senior member of staff, “[staff] give them the 
responsibility in their own safety [...] And we have much better outcomes because of it.”  
Staff indicated the service users they work with are often surprised by this 
transference of responsibility for their own safety. For example, if a service user should 
experience thoughts about self-harm, staff ask, “what can you do to keep yourself safe, or 
what can you do next time, so kind of reflect it back on them […] Yeah (laughs) I think it 
shocks them” (Una, HCA).  
Staff also indicated that a proportion of service users they work with have a lengthy 
history of inpatient treatment, some coming directly from child and adolescent mental health 
services (CAMHS) which are largely directive and paternalistic given their role as primary 
caregiver (Mulvale et al., 2019). Thus, some service users have limited experience of making 
choices for themselves and even struggle with the concept. As one member of staff (Una) put 
it, “I think they’ve never been given the responsibility of- […] Kind of day-to-day life.” The 
transference of responsibility may be especially important for service users who have spent 
long period of time institutionalised. One staff member (Emily) suggested this may make up 
a large proportion of service users admitted to the ward: “most of the patients that we accept 
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or get referred here, you know, have been in the system for a long time,” and are “career 
patients from when they were teenagers.”  
 
5.5.2.2 Collaboration and Involvement. The admission criteria for the ward ensures 
service users are voluntary attendees. A senior member of staff indicated this is not only for 
ethical reasons, but for the efficacy of the programme: “They come informally mostly, but we 
do get detained patients as well. Um, but we quite quickly try and remove that section 
because we find in the past that …having to engage in the program to get better doesn’t work 
as well as wanting to get better” (Bree). As Juniper concluded, “we find that putting sections 
on patients is really not beneficial – at all.”  
One of the chief tenets of DBT and the extensive pre-treatment phase is to promote 
this way of thinking: “having to engage in the program to get better doesn’t work as well as 
wanting to get better” (Bree). Instead of services asking, pressuring, or coercing service users 
to engage, DBT requires service users to want to participate and to agree to particular terms 
of this participation in advance of therapy (Linehan, 2018). Thus, responsibility to engage 
with the programme is transferred to the service user. As stated by Brandon, “If the patient is 
to stay here it’s down to them to stay voluntarily.”  
In relation to care practices once the service user is admitted, general NICE guidelines 
(2012) for treatment of adults in inpatient services directs services to engage with service 
users in making decisions around their care. NICE’s ‘Principles of care for people with a 
personality disorder’ (2020) additionally prescribes those services assist services users with a 
BPD diagnosis by promoting active involvement in exploring solutions to challenges and any 
potential consequences.  
Staff reported that active collaboration with service users is encouraged in everyday 
practices, including ward rounds, which one participant used as an example of when and how 
service users’ autonomy over treatment is demonstrated. As stated by Juniper, “Every two 
weeks they’ll have a ward round where they get to discuss any issues with their medication, 
or, um, the program itself. Is there anything that’s not helpful or helpful they want to 
change.”  
Participants described involving services users in the care-planning process. One 
participant summarised the general sentiment expressed by staff regarding involvement of 
service users in their care, particularly as it relates to care-planning:  
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Involve [service users] in their care-planning. It’s no good saying, ‘well, uh, your 
care, that’s all the problem[/s/] you have’[…] ‘This is your-a goal you want to achieve 
and that’s how we’re doing it.’ We don’t make that decision. We get them to come 
with us and involve them and they participate in their own care-planning. (Alexis).  
 
Another staff member expressed the same sentiment, “Making it more person-centred and 
what they need… Out of the admission, instead of us forcing what we’re gonna be doing” 
(Heather). 
Similar to service users being encouraged to take responsibility for their safety, some 
staff indicated service users are equally responsible for their care plans: “I think it is quite 
reflected back on the patients to make their own care plan” (Una). 
The whole-team approach to promoting active service user engagement with respect 
to their care and the unanimous support for this approach counters less positive portrayals in 
the literature. In research conducted by O’Donovan (2007) on a ward providing care to 
service users demonstrating behaviours of self-harm, it was reported that service users lacked 
choice in their care, and choices were only made available to those who asked.  
All staff agreed the care-planning process is collaborative. Particular processes 
described to promote the voice of the service user in care-planning was the use of service-
user quotes, for example, as stated by Bree: “Basically, um, the primary nurse will meet with 
the patient once a month. They’ll do it together. It’s supposed to be patient-focused; it should 
contain direct quotes from the patient.” 
Staff indicated this inclusion serves to convey the service users’ perspective as closely 
as possible given the current process. As stated by one participant, Grace:  
 
I think it’s always helpful to have quotes from people, because then you get a real 
sense of what it is they’re feeling; it is very easy to say, oh, ‘they describe their 
difficulties as this,’ but is that my own interpretation of what they’re saying? (Grace) 
 
An additional process within care-planning related to service users checking the accuracy of 
the written care plans. Once staff and service users discussed what should be included in the 
care plan, staff produced a digital and carbon copy, which was then given to the service user 
to read and correct. “And then we change it all on the computer again, then give it to them 
and they agree with it, they sign it” (Alexis).  
At this stage it is interesting to reflect on the tension between service users ‘directing’ 
or being ‘in charge’ of their care-plans versus collaborating with staff as equals. This was not 
discussed with the interviewees themselves; however, collaboration often appears to often be 
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conflated with ‘client-led.’ The question thus remains as to whether staff conceptualise 
service user involvement or collaboration versus practicing in a way that is client- or person-
centred. Are they the same, and, if not, what are the key distinctions? Additionally, which 
one is possible or preferable for services and what are the parameters relating to service users 
making decisions on their own (Castillo & Ramon, 2017)?  
 
5.5.2.3 Barriers to Empowerment. Despite most staff agreeing the care-planning 
process is collaborative, a select few members of senior staff expressed doubt concerning the 
usefulness of the resultant care-plan. While these responses are few and expressed 
exclusively by senior members of staff, it feels important to highlight contradictions within 
the dominant (positive) narrative. One senior member of staff suggested that bureaucratic 
requirements, such as those outlined by the Care Quality Commission (CQC) significantly 
compromise the relevance of care plans:  
 
Even though we’ve been reassured we don’t do it for the CQC, we’re building a 
model of care for the CQC who come in and take a snapshot of it, aren’t we? … And I 
think that inhibits our work. (Richard).  
 
This participant went on to suggest that despite the use of quotes and speaking to service 
users directly to ensure their perspective is properly represented, the use of quotes may, in 
effect, be tokenistic given how irrelevant and impractical care-planning guidelines can be.  
Effectively, the dominant view of the CQC guidelines was scepticism as to whether 
they could produce care-plans of any practical relevance for stakeholders, and in particular 
for services users; however, as NHS wards rely on CQC ratings to demonstrate their efficacy, 
there is little choice but to adhere to these guidelines. One senior member of staff, 
Christopher, indicated, “I’m not particularly proud of what the care plans look like in modern 
times. Uh, the-they are cumbersome, long-winded documents that serve the purpose of 
satisfying the audits, but not really are of much use […] For the patient.” 
Thus, staff felt these guidelines, which are intended to facilitate enhanced quality of 
care, in reality, impede it: “The Trust and the ward and everything else is, I suppose, judged, 
effectively, on the quality of the care plan. But at the moment we probably have care plans 
reflecting what the Trust wants us to ask” (Christopher). Further, there is the potential for 
current care-planning processes to obscure good practices: 
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I genuinely think we are patient-led but it’s really difficult for the care-planning 
process to demonstrate that… I think service-users should be saying ‘this is-this is 
what my care looks like’… And how do we facilitate this?... Rather than us saying, 
‘this is what your care is going to look like and how we’re going to engage you. 
(Brandon). 
 
Christopher agreed, saying care plans: 
 
So after admission, the patient will complete a care plan with their named nurse; so 
every patient will have a named nurse. Yeah, uh, a document is produced, printed, and 
signed by the patient. Um, I don’t think it’s that useful. (Christopher) 
 
Despite the frustrations posed by the misdirection of audit-compliant care plans, one staff 
member (Brandon) indicated “we could build really collaborative, and patient-led care plans 
[…] Without too much of a change at the moment.” Brandon went on to describe a similar 
frustration with the risk-assessment process and their individual proposed remedy to 
widening the focus from the service user to their broader context:  
 
The current risk assessment formulation process within that doesn’t really have 
formulation. It’s a tick-box approach to, ‘are you going to kill yourself? Yes/no’… 
Uh, I’d like to see more formulation work for each service user… I’ve been using 
ABC – the ABC model [a CBT formulation model] with some service users regarding 
incidents [inaudible segment] staff, and that seems to go down – seems to go down 
alright… And maybe if we changed our perspectives to, I don’t know … the patient 
and the situation around them… Rather than the patient and what they might do. 
(Brandon) 
 
While acknowledging the difficulties of doing so, Richard seemed to suggest that moving 
away from a rigid, inflexible ‘tick-box’ approach to care-planning, risk-assessment or 
formulation is a potential solution to the frustrations experienced.  
 
5.5.3 Team Support and Development 
Staff spoke favourably about the systems and supports in place to bolster their 
development both individually and as a team. Indeed, underlying their talk of relationships 
and empowerment of services is a ward whose culture prioritises supporting service users by 
supporting the staff. Team Support and Development is woven through the relational realm, 
through to attitudes, and throughout practical everyday practices and processes. The 
subthemes are ‘Staff Supporting Staff,’ ‘The Value of (Ongoing) Education on Personality 
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Disorder,’ and ‘The Value of (Ongoing) Education on DBT,’ and ‘Securing Your Own Mask 
Before Assisting Others.’ 
 
5.5.3.1 Staff Supporting Staff. Staff supporting staff was another prominent theme to 
develop. Staff at all levels are reported to be included in care discussions. Collaboratively, the 
staff team discusses and makes decisions, as stated by Christopher: 
 
We discuss things on a regular basis. We also […] if needed, collaborate with other, 
uh, units or other consultants, uh, for second opinions if needed. Usually about co-
morbidities. Um, but yeah, there’s no one in the team that doesn’t contribute in some 
way. (Christopher) 
 
Ariel affirmed this practice, “Um … everybody [is] involved in the person’s care”. 
Staff viewed their relationships with each other as supportive, bolstering and 
reassuring one another. One senior member of staff, Bree, encapsulated this: 
 
Making sure that your staff feel listened to on this ward is really, really, really 
important with this client group are extremely difficult and challenging on an 
everyday […] So if we’re not supporting our staff from the top down, then that’s 
going to be reflected on the patient. And the staff relationships. (Bree) 
 
Two staff members additionally spoke of a culture of PRT and the importance of feeling 
supported to practice PRT successfully. For example, “I’d like to think we’re generally risk-
yeah, we’re sort of positive risk-taking […] least restrictive ward” (Brandon). Another staff 
member, Grace, reported that:  
 
Whatever decision you make, you know someone’s gonna back you up […] And 
have-be in your corner period. Um, and the-there’s a culture of positive risk-taking 
here so people aren’t kind of afraid to stand up for the patient and say actually, we 
should let them out. (Grace) 
 
In terms of care-planning, staff indicated that members at all levels of seniority 
contribute, as stated by Heather:  
 
We should all really be sort of contributing to care planning as a team […] It should 
be all of us. Um, who’s coming in contact with the individual […] we should all be 
really having a sort of a go at it […] That’s how we sort of describe it” (Heather). 
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Some of this support appears to emerge from regular contact with one another: regular 
meetings, including “three handovers [pause while counting] four handovers in a day” 
(Alexis). This is in addition to a daily community meeting to which all team members are 
welcome. These meetings were reported to allow staff to access support in their work with 
service users and for the whole team to be aware of any particular difficulties. For example, 
according to Heather, “We have regular team meetings around sort of if we’re finding things 
difficult, what’s going well, stuff like that, if we need help with a certain service-user.” 
 
5.5.3.2 The Value of (Ongoing) Education on Personality Disorder. Educational 
sessions, including continuing professional development, are viewed as important in the 
literature for developing skills and competencies (Davies et al., 2014). Ongoing staff training 
was referred to as particularly important, and structures are in place to support this, such as a 
dedicated weekly 3-hour block of time to support staff education: “On a Friday we have our 2 
o’clock meeting, which is quite open and we use it for staff education on a Friday” (Juniper). 
Given the demands of the inpatient ward environment, this ‘protected time,’ as it seems to be 
described, may be indicative of the priority given to continuing education and ensuring the 
currency of knowledge. It is unclear, however, how this works logistically given the need to 
maintain sufficient staff numbers to tend to service users’ needs.  
Staff on this ward at all levels of seniority heavily emphasised the importance of 
continuing education; exposure to new ideas, including conference attendance; academic 
journal articles, and consulting with and for other professionals relating to clinical challenges. 
A nurse participant (Grace) reported that all staff are keen to maintain their knowledge 
related to evidence-based practice: “A lot of the team here particularly are kind of keen to 
keep up-to-date, so we go to lots of conferences.” 
Some staff described pursuing additional or intensive training to improve their subject 
area knowledge or other innovative ways of understanding or working with individuals with 
diagnoses of personality disorder. This aligns with the conclusions of previous research 
exploring educational needs of staff, including workshops, attending conferences, and in the 
case of two members of staff, pursuing postgraduate degrees in mental health. For example, a 
senior member of staff indicated “I’m currently studying a Master’s in personality disorder.” 
A particular focus on education has been placed on dismantling pervasively negative 
cultural attitudes towards individuals with diagnoses of BPD which aligns with the 
recommendations from the literature on creating cultural change (Mack, 2016; O’Connell & 
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Dowling, 2013; Woollaston & Hixenbaugh, 2008). As observed by Mack (2016), staff may 
be exposed to negative attitudes towards individuals diagnosed with personality disorders 
before receiving formal education. Encouragingly, training to address negative attitudes 
toward individuals with a diagnosis of personality disorder has demonstrated efficacy (Beryl 
& Vollm, 2017).  
One senior member of staff (Brandon) described the ward’s approach to 
implementing this training: 
 
Staff come to the ward with a whole host of preconceptions and, uh, prejudices 
toward the patient group, which is probably an unconscious bias level from previous 
environments […] It’s a lengthy process […] staff are able to build a basic awareness 
[…] Of challenges that people with borderline face, then-then they can be more 
empathic-empathic in terms of treatment. (Brandon) 
 
The Knowledge and Understanding Framework (KUF) was first introduced in 2007; 
its initial aim was to challenge misconceptions surrounding individuals with a diagnosis of 
BPD. The KUF was collaboratively developed alongside service users and encourages its 
delivery alongside experts by lived experience (Davies et al., 2014). It was frequently 
referred to by staff:  
 
[I] think nearly everyone on the ward’s done [the Knowledge and Understanding 
Framework training]. So that was all about personality disorders and kind of making 
sure everyone was on the same level of knowledge and understood […] The 
background behind it. (Una) 
 
This was affirmed by both nurse and service user members of staff, exemplified by 
Grace: “Lots is done on the Knowledge and Understanding Framework […] Training, which 
is aimed at how to really understand the challenges of borderline personality disorder and 
personality disorders in general.” 
 
5.5.3.3 The Value of (Ongoing) Education on DBT. In a similar vein to the previous 
sub-theme, Poppy ward staff emphasised the importance of training, although a separate 
emphasis was placed here on DBT. Specific priorities involved maintaining DBT skills and 
keeping up with the latest published evidence.  
As articulated by a senior member of staff, “So everyone will have different treatment 
priorities-training priorities, but the ward has to provide DBT” (Christopher). One nurse 
participant (Grace) echoed this: “Everyone’s kind of really up-to-date in what is current in 
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the evidence base. Also, quite highly trained in DBT. The =senior role=’s got a post-graduate 
qualification in DBT, so =they’re= very knowledgeable in that area”. Staff reported trying to 
ensure their knowledge of is current and robust, perhaps given, as Christopher indicated, 
referring to DBT: “that’s important. That’s part of the program brand.” 
Once again emphasising that knowledge of DBT extends to all ward staff, Ariel 
indicated, “All the nurses are DBT therapy-trained. Um, all new nursing staff that come onto 
the ward, uh, will do that, uh, at some point. Um, most of the staff on the ward are DBT skill-
trained. Um, that’s all ongoing.” 
Enablers of training delivery on this therapeutic approach are the resources available 
to this ward which facilitate additional and universal training at least at a basic level. As 
indicated by Bree: “We’re just about to train the new healthcare assistants in skills, so that 
they can learn to support the DBT therapists on the ward. We’re quite lucky that we have an 
out-of-area budget.” 
 
It is possible that education works to enhance staffs’ confidence in the therapeutic 
value of their work and the impact they have. For example: 
 
It took a little while, but um we have quite a lot of educational stuff as well and I 
already knew quite a lot about mental health in general and our client group, so […] 
yeah, I’ve-I’d say I feel quite confident. (Emily). 
 
Qualified members of staff tended to frame their knowledge of service users with 
their knowledge of DBT or previous professional experience. For example, knowledge at a 
clinical level was demonstrated by one staff’s description of how they develop an 
understanding of a service user “by reading their previous history, read their notes, you can 
talk to them, getting to know them and whatever questions I need to ask” (Alexis).  
Similarly, other staff members relied on their previous experience, skills and training 
in developing an understanding of service users. For example, one qualified member of staff 
indicated they tend to develop an understanding of a service user “in terms of other people I 
know about. I think I’m confident of what helps deal with a particular set of problems […] 
And what doesn’t help.” (Christopher). Similarly, another member of staff referred to their 
work experience with individuals diagnosed with BPD: “I think seven years working with 
this client group does give you a steady base […] To feel confident in their needs” (Bree).  
One member of the ward management team (Bree) specifically emphasised the 
importance of training in DBT, referred to in the literature as a therapeutic framework: “I 
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think overall, the staff have a really good understanding of the patients. We’ve spent quite a 
bit of money training people in DBT.”  
 
5.5.3.4 Securing Your Own Mask Before Assisting Others. Supervision is a 
process which accountably supports the development of skills, knowledge, and values of a 
team (Skills for Care and the Children’s Workforce Development Council, 2007) while 
reflective practice is learning through experience using reflective modes of thinking, which 
can help develop a culture of ‘psychological mindedness’ integral to competent practitioners 
(Fenton & Kidd, 2019; Heneghan et al., 2014; Mann et al., 2009). Both supervision and 
reflective practice were indicated to be necessary supports for Poppy ward staff.  
On this ward, supervision was a prominent subtheme in supporting good practices and 
ensuring staff feel able to express frustrations and share strategies for dealing with 
challenges. As described by Bree, “[the promotion of a therapeutic environment] it’s through 
supervision… Clinical supervision, operational supervision” which she said was particularly 
important in working with individuals with a diagnosis of BPD, who she felt could pick up on 
subtle shifts in staff behaviour or mood: “It’s supervision, it’s management of boundaries, 
um, making sure that your staff feel listened to on this ward is really, really, really important 
with this client group are extremely difficult and challenging on an everyday… basis.”  
Other staff (Christopher) indicated that supervision in combination with training in 
managing working with service users is key: “Everyone receives training and regular 
supervision. That’s really quite important.” Brandon concurred: “my thing is supervision and 
education be delivered side-by-side kind of.” 
Practices such as supervision and reflective practice are cited as especially important 
as they provide regular opportunities for staff to build competence and confidence working 
with service users (Webster et al., 2020). The literature indicates the absence of supervision 
and reflective practices may lead to clinicians feeling their sense of control or efficacy is 
challenged which may lead to labelling certain patients as ‘difficult’ or ‘untreatable’ (Beryl & 
Volm, 2018).  
 
5.6 Discussion 
This research set out to address the following research question: “What factors do 
MDT staff believe are involved in the operation of a positive-practice specialist ward for 
service users with a diagnosis of personality disorder?” The results addressed the question 
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through the development of three themes: (a) really, really good relationships; (b) culture of 
empowerment and (c) team support and development.  
Several important and unexpected findings stand out, the first being the emphasis 
placed on relationships. This, in itself, is not novel (see Chapter 2; Acford & Davies, 2019; 
Bowen, 2013). Relationships are reported as integral to the experience of treatment (Gilburt 
et al., 2008) and have been suggested to be a key non-specific therapeutic factor in assisting 
service users to recover. However, participants involved in this research reported 
ubiquitously good relationships across all staff and service users, or a ‘community’ 
environment, which is not often reported in the literature. This idea of community, however, 
bears some resemblance to the ideas espoused by therapeutic community, which can be 
traced back to the 18th century’s ‘moral treatment’ (Whiteley, 2004). As an orientation, 
therapeutic community entails a set of principles in which the holistic needs of staff and 
service users are of central importance (Mistral et al., 2002). A therapeutic community seeks 
to establish a democratised and de-institutionalised way of being between staff and service 
(Mistral et al., 2002). In short, therapeutic communities emphasise being human (Haigh, 
2005), similar to the practices described by Poppy participants.    
That HCAs are responsible for a high level of service user interaction while nurses 
and other qualified staff are responsible for administrative activities has been reported 
elsewhere (Bee et al., 2006). However, the informal relationships fostered by extended time 
spent together as well as activities such as weekends away and dinners out were thought to 
enhance the connection between unqualified members of staff and service users. Although 
according to this account, more senior members of staff do not spend the same amount of 
time with service users, they too indicated spending time interacting informally with service 
users, such as going to midday festivals and the like. An emphasis on informal relationships, 
relating to one another on a more human level, appears to be a relatively novel finding, 
although Laugharne and colleagues (2012) found that service users with a diagnosis of 
psychiatric disorder also appreciate a ‘personal touch’ in their interactions with staff (for 
example, staff sharing details about their family life).  
An important facet of relationships was reported to be open and honest 
communication. This was considered integral to staff in engaging with service users and may 
be related to validation as a pillar of DBT therapeutic practice (Linehan, 2018), where one 
facet of validation is radical genuineness. As described by Sullivan (2018), this refers to the 
practice of responding to a service user as the practitioner would “to anyone else in his or her 
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life” (Swales, 2009, p. 167). Other research has emphasised similar qualities (Gilburt et al., 
2008). 
Time was reported as a key enabler of good relationships, given that service users 
undergo two six-month DBT treatments before they are discharged. This is not a dominant 
theme in the literature relating to positive practices or otherwise, possibly because a year-
long inpatient stay is not a common protocol in the NHS, particularly for inpatient wards.  
At odds once again with existing research (Simpson et al., 2017), all participants reported 
collaborative implementation of care, which was described as guided by service users’ needs. 
In the wider literature, the benefits of engagement with service users are acknowledged 
(Acford & Davies, 2019) but not implemented consistently (Slade, 2017). Generally, only 
two senior members of staff reported critical opinions relating to the ward’s operations, 
particularly relating to care-planning, which they felt was overly bureaucratic. The need to 
adhere to CQC and NICE guidelines relating to care- and risk-planning were thought to result 
in a ‘box-ticking’ approach that impedes meaningful collaborative practices with service 
users and prevents a more individual and recovery-oriented approach.  
The ‘culture of empowerment’ theme, particularly in relation to service users taking 
on responsibility for their own recovery and risk, addresses the recommendation made by 
Plamping (1998), who argued that a legacy of an “I am responsible” attitude from the early 
days of the NHS leads to struggles for dominance on the parts of individuals as well as 
compromised teamwork and interagency cooperation. The finding that Poppy staff report a 
commitment to a PRT through collaboration with other staff members as well as service users 
offers a heartening exception to this trend: Poppy staff encourage service users to make their 
own decisions relating to their recovery and safety, such as leaving the ward. This stance is 
particularly contradictory to the risk-averse position generally taken by NHS services 
(Stickley & Felton, 2006) where, traditionally, ward staff act as custodians on the ward and 
are responsible for ensuring service users’ safety and security; an approach which has, in the 
past, been critiqued as paternalistic (Coulter, 1999). By transferring the responsibility for 
risk, staff are, to some degree, effectively stepping away from their custodial role. This is an 
exceptionally risk-positive attitude considering that service users with a diagnosis of BPD are 
framed as particularly risky (Johnstone, 1997); however, research does show that added 
freedom leads to improved recovery (Reddington, 2017) and staff clearly feel empowered by 
taking this position.  
Poppy ward staff’s emphasis on ongoing training relating to the diagnosis of BPD and 
DBT were interesting as ward structures were reported to support this, with weekly dedicated 
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time devoted to educational sessions and staff reporting an interest in education beyond the 
ward. The report that supervision and reflective practice maintain smooth operations is also 
noteworthy in its departure from existing literature, where at least a proportion of nursing 
staff find it to be without merit given its general lack of problem-solving (Cleary & Freeman, 
2009).  
Participants placing a high value on ongoing education aligns with previous research 
findings; according to staff, areas of opportunity for improved engagement include additional 
training and opportunities for professional development (Bergman & Eckerdal 2000; Bowen 
2013; Commons Treloar, 2009; Dickens et al., 2016; Hazelton et al. 2006; Kale & Dantu, 
2015; McGrath & Dowling 2012; Woollaston & Hixenbaugh 2008). Education may also play 
a part in supporting relationships between staff and service users by supporting positive 
attitudes towards service users with a diagnosis of BPD (Commons Treloar, 2009). 
Relating to Poppy ward staff valuing regular opportunities for supervision and 
reflection, in the existing literature, recommendations to improve clinical supervision are 
found to be lacking on most inpatient wards for individuals with a diagnosis of personality 
disorder (Kale & Dantu 2015; McGrath & Dowling 2012; O’Connell & Dowling 2013, 
Warrender, 2015). Some studies report that specialist services require advanced access to 
education, training and resources which are hampered by service constraints including time, 
teamwork, workload, and financial restrictions (Bowen, 2013; Commons Treloar, 2009; 
Forsyth, 2010; Stroud & Parsons, 2013). That Poppy ward appears to ‘protect’ this time 
signifies a true commitment to its practice. Bowen (2013) suggests that adequate supervision 
and training as well as a shared vision of treatment can lead to the development of empathy, 
the ‘active ingredient’ in recovery promotion. It is also possible that staff on Poppy ward, by 
virtue of being supported emotionally and professionally through practices such as group 
supervision and reflection, also contribute to a resistance towards depersonalisation. As stated 
by Gabrielsson and colleagues (2016), depersonalisation can result from ‘stress of 
conscience’, reduced personal accomplishment and burnout, which is commonly reported 
amongst inpatient staff (Maslach et al., 2001). Staff reported a focus on education on BPD, 
including provision of baseline BPD training to all staff alongside weekly educational 
sessions where staff are encouraged, for example, to share new research papers or participate 
in research such as that described presently.  
The particular benefit of the ward’s use of DBT may be that it provides a therapeutic 
framework within which staff can operate. A systematic literature review by Dickens and 
colleagues in 2016 revealed that nurses require a coherent therapeutic framework 
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implemented as a ‘team-wide approach with nurses as equal partners’ to guide their practice. 
A study by Hazelton and colleagues (2006) suggests that staff training in DBT alone may 
also result in a more optimistic understanding and outlook on service users diagnosed with 
BPD and may lead to an enhanced capacity to engage with service users and promote 
involvement in their care.  
 Although universally reported to be collaborative, a barrier to positive practice as 
suggested by a subset of more senior staff was the care-planning process. This was indicated 
to be an overly bureaucratic process offering little in the way of meaning for staff or value for 
service users; Brandon indicated it impedes collaboration. This somewhat aligns with the 
deeper critique by McKeown and colleagues (2017) that the value placed on current care-
planning process is a fiction or “outright delusional,” as it is a mere manifestation of 
neoliberalism and its over-concern with risk and the façade of its control.  
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6. Chapter 6 Service User Interviews 
6.1 Chapter Overview 
This phase of the research investigated experience of care from the perspective of 
service users on Poppy ward, as described in Chapter 3 Section 3.4.2.1. Beyond contributing 
to a body of literature relating to service users’ experience of treatment, which, while not 
neglected, is relatively sparse when compared to that of staff perspectives, Poppy represented 
a unique context in that its management endorses recovery-oriented and person-centred 
approaches to care. The SUAG assisted in the analysis and interpretation of the research data.  
 
6.2 Methods 
6.2.1 Participants and Recruitment 
Service users from Poppy ward participated. To introduce myself and become more 
familiar to service users on Poppy in advance of recruitment proper, I attended a morning 
ward ‘community meeting’ which was attended by all service users and staff members on 
rota.  
I then coordinated with the ward manager to identify blocks of time when service 
users would be available to complete the questionnaires. The ward manager consulted with 
service users on my behalf to identify convenient times for me to attend the ward and alerted 
them when I was present. These gatekeepers ensured service users were sufficiently well to 
participate in the research. There was some degree of ambiguity regarding whether all service 
users who resided on the ward agreed to participate. Service user participants were 
compensated for their time with a £10 gift card for Boots.  
The transcription process mirrors that described in Section 5.3.4.  
 
6.2.2 Ethical Considerations 
Section 3.7 provides an outline of the approach to ethics taken in this research. Here, 
risks and resolutions specific to service user participants are described.  
Because the interviews were conducted with service users in active treatment, there 
was a perception they may behave unpredictably and possibly pose a risk to either themselves 
or me. Although this was a rather risk-averse view (Walsh & Boyle, 2009), an early site 
supervisor advised me to take measures to mitigate possible disputes by the Research Ethics 
Committee (REC) by ensuring the interviews took place within the ward where immediate 
assistance could be sought if required, which was complied with. 
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Another potential ethical risk for participants was that some service users within the 
recruited ward may not have had the capacity to appreciate what participation in this research 
involved or its potential consequences. The ward manager was charged with identifying 
service users who met the criteria of possessing the ability to appreciate risk and the 
consequences of involvement to make an independent decision about participation, in 
addition to their ability to communicate this decision. The ward manager was deemed to be in 
the best position to make this judgment; they were familiar with the concept of capacity, 
possessed a high degree of knowledge of Poppy ward service users, and therefore had an 
ostensibly accurate gauge of individual capacity.  
 
6.2.3 Data Analysis 
RTA (Braun & Clarke, 2006) was used to analyse the data alongside a critical realist 
framework; see Section 5.3.5 for a description of the stages involved.  
Analysis of this phase of the research was a collaborative undertaking alongside the 
SUAG. Following Jennings and colleagues’ (2018) conceptualisation of the various levels of 
collaborative data analysis (CDA), the present research undertook a combination of CDA 
approaches 2 and 4 where approach 2 involves service user involvement when deriving 
themes from a small sample of data during the early stages of the analytic process; themes 
which the researcher then applies deductively to the rest of the data. Approach 4 is 
considered the ‘gold standard’ of co-produced research where the academic researcher and 
the service user researchers undertake equal levels of involvement at every stage of the 
research. In this research, a two-hour long training session on thematic analysis was delivered 
by me alongside my primary academic supervisor to the SUAG. This was followed by a 
refresher session as well as provision of ongoing support throughout the following nine 
analytic discussions. All six transcripts were reviewed by me and the SUAG.  
Transcripts were sent to the SUAG at least a week in advance of each meeting. Notes 
and first impressions of the transcripts were discussed and compared. Over the course of the 
analysis meetings, the major candidate themes were developed and agreed upon. Following 
the final analysis meeting, I reviewed the transcript, coding the identified candidate themes 
and refining the categories, ensuring quotes identified were relevant to each category and 
combining similar themes. The SUAG was compensated throughout according to the local 
Trust’s remuneration policy. I kept a reflective journal throughout. 
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6.2.4 Procedures for Assessing the Quality of the Analysis 
The approach taken in this phase mirrors that detailed in Section 5.3.6. This phase 
additionally featured the inclusion of the SUAG in the analysis process. Reflexivity was a 
key element of the research process. 
 
This research sought to address the research question: 
2. What factors do service users believe are involved in the operation of Poppy ward as a 
positive-practice specialist ward for service users with a diagnosis of personality 
disorder? 
6.2.5 Demographics 
Poppy is an all-female ward. Due to the same challenge described in 5.3.2 
Participants, the demographics of only three of the six service users interviewed were 
obtained. Of these, one reported a diagnosis of BPD (22 years old), one BPD and complex 
PTSD (25 years old), and one BPD and Autism (24 years old).  
 
6.3 Results 
In line with the critical realist framework adopted for this research, the results 
described include input from the SUAG. This decision was made to subject informants’ 
accounts to critical scrutiny in relation to a variety of sources, a stance advanced by Smith 
and Elger (2012). The four main themes the group developed were (a) shared responsibility 
and power; (b) everyone takes care of each other; (c) staff are uniquely skilled and 
experienced and (d) a healthy and helpful place (see Table 6.1).  
 
Table 6.1 
Summary of Service User Interview Themes 
Theme Subtheme 
Shared Responsibility and Power Independence Encouraged 
 Service User Responsible for Recovery 
 Service User Responsible for Safety 
 Balance of Empowerment and Assistance 
 Service User SDM – Choice in Care 
Everyone Takes Care of Each Other Community 
 Relationships Are Warm, Supportive 




 Human(e) Support 
 Service User Reluctance to Talk to Staff 
Staff Are Uniquely Skilled and Experienced Staff Are Good at Communication 
 The Importance of Being Direct 
 Safety Through Talking 
A Healthy and Helpful Place Ward Structure and Environment Are 
Helpful 
 Ward is a Healthy Environment 
 Care-Planning Fitting Its Purpose 
 Care-Planning Process Helps Record 
Progress 
 Recovery, Not Risk-Focused 
 Staff Attentive, Respond Immediately 
 
 
6.3.1 Shared Responsibility and Power 
Overall, service users felt they were meaningfully involved in care decision-making 
and were encouraged to take ownership of their wellbeing. This theme is defined by care 
practices and recovery processes as opposed to interpersonal relationships, which are 
described in the theme, ‘everyone takes care of each other.’ 
An overall lack of power differential was reported by one service user in relation to 
power dynamics between service users and staff.  
 
There’s no sort of hierarchy; there’s no I’m-up-here, apart from the few odd staff that 
are a little bit, shall I say, up themselves […] [Laughs] the majority of the staff are 
very lovely, down-to-earth people and we don’t have sort of patient-staff, us-them 
hierarchy […] We’re all people at the end of the day. (Avery)  
 
The absence of a hierarchy was a theme reported by Naldemirci and colleagues 
(2017) following a person-centred care intervention in Sweden involving researchers, 
professionals and service users (Naldemirci et al., 2017).  
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6.3.1.1 Independence Encouraged. Participants indicated their independence was 
encouraged by staff throughout various aspects of their care. One service user pointed to 
ward policies that help her to feel safer, namely allowing her the option of locking her door 
when she wants to. “Um… it’s a safe place for everyone… um, I like how we’re in control of 
opening our room or locking them so people-[only] staff can get into them” (Hazel). 
The freedom to retain some privacy, particularly given the difficult backgrounds of 
some service users who may have experienced feeling unsafe in their homes, likely creates 
trust from the beginning of their admission.  
Another service user indicated that she was supported by Poppy ward staff to 
transition from her section to become a voluntary service user. “When I first came here I was 
on a section. And it was up to me to decide when I felt ready, um, to be allowed off my 
section” (Avery). 
Although there is some evidence that involuntary attendance on a ward does not 
entirely impair the possibility of developing therapeutic relationships (Wyder et al., 2015), 
voluntary admissions likely introduce fewer complicated feelings about the ward experience 
and towards staff.   
Another service user indicated that she was expected to keep track of her own 
schedule and was held accountable for missing appointments, even if this involved 
interrupting a ward round, which is a notoriously intimidating process (White & Karim, 
2005). She provided an example that had happened earlier on the day of the interview:  
 
I didn’t have DBT-I was meant to have it today, but my ward round overran […] And 
I completely forgot about my DBT session […] Because my memory’s not great at 
the moment and my DBT therapist said to make sure that next time, I’m aware of the 
timing of that meeting […] So to make the doctors aware that I’ve got DBT at this 
time. (Hazel) 
 
That service users are encouraged, even expected, to self-advocate and effectively 
challenge staff to follow their care routine was perceived by the SUAG as highly unusual and 
likely indicative of a structural support for service users to take initiative in their own care. 
This is echoed in another example of a service user being encouraged to work through a DBT 
timeline independently, something the SUAG viewed as counter to usual practices, which 
were thought to entail a great deal of support in reviewing potentially triggering historical 
events.  
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I was asked to do a timeline from when I was born to where I am now and look at the 
significant events, good and bad, that led me to where I am. I submitted it, but it took 
me quite a few weeks and it’s quite […] Stressful. We haven’t gotten to the whole 
point of talking about it properly, but my therapist is like, now I know exactly where 
the issues are lying and what we have to work on based on my timeline. (Avery) 
 
While it is unclear whether it was the intention of the therapist to have the service 
user work on this timeline unsupported, or that she was indeed working exclusively 
independently, this approach would appear to align with the ward’s broader ethos towards 
encouraging service users to work through their responsibilities independently.   
Another service user indicated that she takes notes during her meetings with staff, and 
that this helps her keep track of her treatment. As noted between myself and my SUAG, this 
service user appeared to be in charge of the notes she takes in therapy, which runs counter to 
typical processes. By being in charge of her notetaking, she may effectively have steered her 
own care more directly.  
 
I think I do have most of mine [copies of care plans] but also me and my therapist-so 
a lot of people do, like, paper […] But because I take my laptop to therapy […] 
Because I find it easier and I find it easier to refer back to […] So I always have a 
copy […] And normally then email my therapist a copy. (Mia) 
 
6.3.1.2 Service User Responsible for Recovery. Service users indicated they were 
expected to take ownership of their own recovery and take initiative in creating the 
conditions for their own growth and mental health journey. Staff were seen to “use the ‘tough 
love’ kind of strategy” (Avery) alongside more traditional therapeutic support. As Avery 
continued to explain, the ward staff’s attitude is, “if you can’t handle this then, you know, 
what’s the point of being here? […] It’s a hard truth that you need to hear sometimes,” 
(Avery). This approach aligns with the DBT orientation, which requires individuals 
undergoing this type of therapy to agree to particular terms and be active participants in the 
therapeutic model to be accepted for treatment.  
One service user indicated that staff had shared with her they required her to articulate 
her needs to assist, and that she struggled with that but indicated she understood the impasse: 
 
But that’s my own personal experience. I’m not very vocal about what I want or what 
I need or even know what I want or what I need. […] So it’s been difficult for them to 
help me. And they’ve been honest about that, so. (Luna) 
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Another service user emphasised the capacity to learn to manage her challenges was 
important for maintaining a sense of normalcy. She described developing the skills so that 
she can leave the ward and be self-sufficient, having developed the resilience and abilities 
required to navigate life outside.  
 
Unfortunately, there is no cure for BPD. But you can learn – as with anything, you 
can learn to manage your illness to get to a point where you can live a normal life 
without it interfering, you know. […] So yeah, so this program here focuses heavily 
on […]  giving you the skills that you need to learn to deal with the symptoms of your 
illness and yeah, basically, giving you that-those skills so that when you leave here, 
you can, you know, lead a relatively normal life. (Avery) 
 
Skills taught within the ward were felt to be empowering and included both DBT and 
other life skills.  
 
We’re looking at, you know, I mean, last week we looked at how-what does it take to 
run a home and life skills, yeah. Um, cooking and yeah, like, lots of different sorts of 
life skills and activities that enable you to, you know, lead a productive life. (Avery) 
 
As noted in Chapter 5 by a member of staff, many service users admitted to Poppy are 
reported to come from CAMHS, and likely have not learned to live independently given the 
persisting paternalistic setup of services (Bladon, 2019). Clearly, key areas of recovery for 
service users extend beyond mere management of emotional distress and include life skills 
such as financial management, cooking, and occupational support. 
One area described to be of notable difficulty for individuals with a diagnosis of BPD 
were relationships and their maintenance. One service user described finding the skills taught 
within the DBT framework relating to interpersonal skills helpful.  
 
I’ve learnt some mindfulness skills, some… some interpersonal effectiveness skills, 
so uh, relationships with people. So, say we’ve got a difficulty with a member of staff 
[…] To repair that relationship, you use some skills, so just by using these DBT skills, 
I’d say it’s helped. (Hazel) 
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6.3.1.3 Service User Responsible for Safety. Service users reported being given the 
burden of responsibility for keeping themselves safe, and that this is involved the collective 
effort of the ward. For example, as Mia reported: “We’re very much learning skills to 
maintain our own safety, but so is everyone else so there’s that sort of environment of, 
‘we’ve got to try really hard.’” Another service user (Avery) emphasised that this transfer, 
while counterintuitive to traditional practice, is ultimately helpful: “So having-having it be 
sort of more risky sounds like it-it could be risky, but it actually helps.” 
One service user described an occasion of this transference of responsibility for 
keeping safe to service users being effective; she described bringing into the ward an 
instrument with which to self-injure on admission. (Part of Poppy ward’s PRT approach 
includes the elimination of searching procedures.)  
 
When I first came here I had a blade that I smuggled in from my old ward and I 
wasn’t ready to part with it because I needed a safety net and I kept it in my room for, 
like, three or four weeks until I decided I should hand it in […] And it was my 
decision […] To hand it in because I’d realised that as much as I could say to myself, 
‘oh, I won’t use it; it’s just there as backup’ […] And what would have ended up 
being quite-potentially quite a serious incident-has been, by my own choice, has been 
made less risky by me basically saying, ‘I have this in my room; can you take it out 
for me?’ […] I’ve come to the realisation that I need to do this, rather than someone 
coming in and searching my room, taking it off me […] if I didn’t have it in my room, 
then I wouldn’t have learnt that lesson. (Avery).  
 
This approach also speaks to an ownership of risk on the part of the service user, 
where perhaps on other wards there is an expectation that staff alone keep service users safe:  
 
It’s on your back if you-if I buy razor packets then it’s on my-it’s up to me to say I’ve 
brought something that I was gonna use to harm myself but I don’t want it anymore; I 
want to hand it in, sort of thing […] Um, but when people are self-harming … or 
doing something, it is the patient’s responsibility but they’ll just be there to support 
you to stop and move on. (Avery) 
 
This emphasis on equipping service users with the power to keep themselves safe was 
expressed by Mia; “you have to learn to talk and do your skills rather than just rely on being 
stopped [from behaving in a way that leads to restraint].” Service users tended to view the 
avoidance of direct action on the part of staff in maintaining safety as helpful in the long-
term. The use of immediate measures, including more restrictive practices such as coercion or 
searching service users or their rooms for contraband, were seen as temporary and surface-
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level interventions which do not address the underlying reasons behind self-harming or risky 
behaviours.  
One service user described staff’s hands-off approach to managing risk as leading to 
being more proactive, aligning with Levenson’s locus of control (1973):  
 
It’s made me realise, […] well, we need to start challenging these behaviours. You 
know, so the first step would be getting rid of anything in my room that’s triggering 
or that I can use, blah blah blah, do you know what I mean? (Avery)  
 
The SUAG flagged that a service user learning to ‘challenge behaviours’ was a key 
message and learning point: that identifying particular behaviours are harmful and taking the 
actions required to protect oneself appears to be a turning point for service users and their 
investment in their own safety and recovery.  
At odds with the overall view expressed by other participants that being responsible 
for one’s own safety is positive and reduces risky behaviour, one service user reported that 
this approach has its limits. As Layla indicated, in extreme cases, it would be expected for 
staff to intervene to maintain a service user’s safety; when asked whether she felt safe on the 
ward, she stated: 
 
Most of the time. However, I do get urges to do something that … in the past required 
restraint […] Um, and I feel like if I were to do that and it was taken too far, that I 
would end up being restrained or not being restrained and put in a situation where … 
it’s a danger to my life” (Layla).  
 
Thus, there was a suggestion that in the event staff fail to employ restraint, this could 
also lead to a lack of safety. This is perhaps a natural awareness given the nature of risk, the 
balancing act described with staff providing support from a distance, teaching skills and 
encouraging their use during moments of distress; but an awareness that in exceptional 
circumstances, they would likely need to take physical action.  
 
6.3.1.4 Balance of Empowerment and Assistance. A dialectic was identified by 
service users relating to staff offering support versus empowerment. Service users generally 
valued the responsibility assigned to them in terms of being independent and directing their 
own care. However, there remained a desire for staff to take more initiative and action in 
engaging service users: 
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For me personally, I’d fe-I feel better if they just come up to me and ask for a one-to-
one […] It would make it easier for them. Ultimately, it is something I need to learn 
to do, is ask for help. (Layla) 
 
Service users indicated that staff need to strike a balance between offering support 
and encouraging independence. As expressed by Avery, “But at the same time, that’s [relying 
on staff to approach] not really giving me, um, autonomy either. It’s got to be a balance 
between it-the two.”  
 
6.3.1.5 Service User SDM – Choice in Care. Service users overwhelmingly 
indicated they felt they had meaningful involvement or ‘a say’ in their care. One definition of 
SDM offered in the literature by Coulter and Collins (2011) is that it entails a recorded 
process of clinicians and service users working together to make decisions; the clinician 
provides evidence-based options and support for decision-making, which allows for a service 
user to make informed decisions.  Service users were not asked specific questions about 
SDM, only about their experience of being provided choice and having their voices heard in 
relation to care-planning.  
One service user, Hazel, summarised many of the service users’ responses when 
asked about the process of care-planning: “You go to [staff] and sort your care plan out and 
you’re very involved with it.” This can be contrasted starkly with existing literature on the 
topic of SDM in mental health services, particularly acute inpatient services (Slade, 2017).  
Some service users indicated they found their active inclusion in care-planning 
obvious, even unquestionable. Layla indicated she felt her contribution to her care was 
“pretty equal” and in response to whether she generally felt like she had a say in her care, she 
answered, “of course, yeah.” To the same question, Luna answered, “definitely.” 
Furthermore, service users felt that “Everyone listens and yeah, takes into account how you 
feel about stuff” (Stella). 
Again, service users compared Poppy ward to their level of involvement in other 
wards or with other services. One service user (Mia) indicated that at Poppy ward “It feels 
good to be included” and that “in the community you’re just kind of getting your care plan. 
[…] You’re not really involved in making it, whereas here it’s like, always your care, so it’s 
your care plan.” 
Interestingly, service users made particular note of their influence on decision-making 
when it came to their medication. SDM on medication was also flagged as a key indication of 
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true SDM according to the SUAG, possibly given the prescription of medication is 
exclusively done by psychiatrists who also hold the most power in the traditional inpatient 
hierarchy by virtue of their typical assignation as role of ‘responsible clinician’ role (Iqbal et 
al., 2014; Nugus et al., 2010). Any concession or sharing of power by this party may be seen 
as particularly notable. The importance for service users to have a measure of control over 
medication was also noted in Wood and Alsawy’s (2016) thematic synthesis of qualitative 
research investigating service user experiences of inpatient care.  
 
I recently stopped a medication because I didn’t feel it was helpful […] And I’d 
recently started a new medication and that’s more like a joint decision […] And that’s 
not taken away from me or, that I know of, anyone else. (Luna) 
 
While, overall, service users indicated satisfaction with their level of involvement in 
terms of medication decision-making, one service user reported that she felt less understood 
regarding medication decision-making.  
 
Sometimes, in ward rounds […] I’d like to feel more listened to by the doctor, so-he’s 
a very good doctor-but to feel slightly more understood about where I’m coming from 
[…] In terms of …like, medications or what I think I need in terms of therapy […] So 
I understand that he has his, like, viewpoint from past experiences and education […] 
But also I know myself quite well and what I need. (Layla) 
 
Despite the general reports that service users were actively involved with their care, 
there was some indication that this was limited at the procedural stages, for example, the 
writing up stage. This was not spoken of negatively by service users, however, who largely 
viewed it as a natural division of roles, with staff being charged with transcribing a care-
planning conversation and providing a copy to service users for correction if necessary. 
According to Layla, “I’d say yeah, we don’t-we’re not involved in the process of writing it up 
or necessarily do it word-for-word and how we’re going to achieve it.” 
Another service user (Stella) described the process: 
 
We just discussed everything and then she, um, put it into my care plan and she 
showed me a copy and asked me if I’m okay with it… You just check to make sure 
she hasn’t put anything you don’t agree with or […] You want to add something. 
(Stella) 
 
Although this was discussed within the SUAG as a possible example of substandard 
SDM: that because service users were not described as actively involved in every stage of the 
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care-planning process, in adhering more to the critical realist approach and ‘staying close’ to 
the data, this was not the experience of service users. In fact, to service users, staff notating 
their conversations with service users and providing their finished notes to service users for 
correction was perhaps an example of equal role division. However, this approach does 
relegate service users’ roles to that of editors as opposed to co-authors and does expose a risk 
of their words not being accurately portrayed. An exception to this was the service user 
mentioned above, who took her own notes by bringing her laptop to meetings with staff.  
 
6.3.2 Everyone Takes Care of Each Other 
Service users reported a keen sense of belonging: of being part of a wider social 
contract to care and be cared for within the ward. Strong relationships, mutual respect, and a 
sense of obligation to maintain these ties make up this theme, which is overall more relational 
in nature.  
 
6.3.2.1 Community. Service users described a sense of community within the ward 
between service users and staff alike: a feeling of being part of a social system with its own 
internal structure, rules, and unity. One service user, Mia, described the prevention of the use 
of restraint as motivated by an aversion to cause disruption to the relationships between 
service users and staff. “I’ve never known anyone be restrained. Um, I’ve never known 
anyone need […] To be restrained […] I think the staff-patient relationship and the pa-
relationship between patients. Nobody wants to put each other through that.” (Mia) 
One service user, Bree, described ward values as “respect, safety and recovery” 
indicating that respect is essential to maintaining the feeling of community, alongside mutual 
trust. She went on to state “respect is a big part of that and… it’s-it’s also protection, but, 
like, it’s very much community […] Um, so looking out for each other, but the staff are also 
in that community […] And we want to keep that trust and that relationship.” 
A sense of community extended to a suggestion of friends or family. According to 
Layla, “It’s very friendly. I-I’d go as far as to say family-like. Um, because we live with them 
twenty-four/seven; we spend so much time with-with them; we play games, we laugh.” 
Avery echoed this, indicating staff “laugh and play and joke with us, play games with us, eat 
with us, even the doctors.” Mia provided further examples of activities that may serve to 
support this sense of friendly community: “I’ve found we go on days out on weekends and 
things.” 
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Service users reported feeling safe approaching staff as well as other service users. 
According to Hazel, when describing what makes her experience of Poppy positive, “Just 
how approachable the staff are; the patients are lovely. Even they’re approachable. You don’t 
open up and spill your […] [Laughs] all your problems on someone else […] But that’s still 
another patient.”  
That there are boundaries, whether tacit or explicit, for service users to protect one 
another, as expressed by Hazel, aligns with the conclusions of Bouchard and colleagues 
(2010), who investigated peer support amongst hospitalised service users in Canada and 
found that peer support is a responsive process that involves observing, reflecting, acting, and 
evaluating outcomes. This was supported by another service user, Avery, who described 
being aware of each other’s vulnerabilities: 
 
We have no-no talk about self-harm and no talk about or showing any wounds or 
healing wounds, dressings, anything like that. Um, we know that we very easily 
trigger each other. So we’re very mindful about how we are around each other […] 
And because we’re also from similar symptoms and the same kind of illness that we 
both-we all know instinctively what’s triggering and what’s not […] It’s handled with 
[pause] like, care. (Avery) 
 
This sense of community is perhaps maintained by more informal, non-treatment-
related activities organised by the ward, which perhaps create a sense of informality at the 
same time as facilitating bonding. Group activities were mentioned by several service users 
as part of their description of the ward as well as the relationships they had with others on the 
ward. For example, Avery stated: “Having the support there is great also with that, laugh and 
play and joke with us, play games with us, eat with us, even the doctors.” Mia went on to 
describe: 
 
I’ve found we go on days out on weekends and things, so yeah… Um, the 
relationships we build with other patients here are very different to any hospital 
because we do a lot together; we’re a community. We cook together. (Mia) 
 
The emphasis on informal bonding activities may be related to the value service users place 
on feeling ‘normal’, and perhaps letting go of their role as ‘patient’ during these activities.  
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6.3.2.2 Relationships are Warm, Supportive. Service users described relationships, 
particularly with staff, as warm and supportive. One service user (Stella) described overall 
good quality relationships with ward staff, feeling comfortable to approach them when 
needed. “Um, yeah, [relationships with staff are] really good […] Yeah, they’re very 
approachable and they’re kind of always there, so if you’re having a moment then you know 
that you can go and speak to them, stuff like that” (Stella). 
One participant, Layla, described the relationship between service users and staff on 
the ward as being “very friendly. I-I’d go as far as to say family-like. Um, because we live 
with them twenty-four/seven; we spend so much time with-with them; we play games, we 
laugh.” 
Other service users described their relationships with all staff as good, but with 
particular closeness with a subset of staff, who they feel they “have better relationships with. 
Um, more just personalities that click.” (Mia) 
 
But even the fact that I don’t have that, like, intense relationship with …it’s still very 
good, like, genuinely, like, generally that’s supporting […] However, there are certain 
members of staff I do lean towards […] Um, just our relationship’s a bit stronger. 
(Luna) 
 
One service user (Mia) described the general positive regard reported by most service 
users as being explained by respect. She described how bank staff, who were described 
anecdotally by the SUAG as being undertrained and prone to restrictive practice, as being 
part of this mutual respect: “They know [how to interact with service users with a diagnosis 
of BPD] mostly off their own back… so it, yeah, provides a safe-feeling environment, um… 
the respect for each other, I think.” 
There were exceptions to the overall feeling of genuine, good relationships among all 
stakeholders. One service user described feeling alienated by the MDT.  
 
I think because I’m quite quiet, I kind of get pushed to one side a little bit because I’m 
not at the forefront of every, um, handover, every meeting or anything like that. It’s 
kind of from the get-go gave me a bit of distance between me and, like, the MDT. 
(Luna) 
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6.3.2.3 Trust. Beyond ‘clicking’ with particular staff members, trust was seen as an 
integral ingredient for service users in feeling taken care of and taking care of others. Trust 
may seem antithetical in the context of inpatient services, which are often criticised for 
involuntary admission (sectioning); however, perhaps trust is possible in Poppy ward due in 
part to Poppy’s avoidance of involuntary admissions and its focus on fostering a sense of 
community.  
As Luna stated, the staff she is able to trust are able to meet her needs more 
effectively.  
 
I’m very funny about who I speak to. Like, I have to feel I know I can trust- that I’ve 
built a relationship with-I can’t go straight into the conversation and talk-like it takes 
a while to figure out and that kind of stuff […] But the people who I do trust and I do 
talk to … manage me very well and know … what-like, how to support me. (Luna) 
 
Service users indicated they were motivated to avoid breaking the trust built with 
staff, and they viewed staff as being similarly motivated.  For example, as Mia stated “I think 
we have quite good relationships with staff. There’s kind of mutual trust a lot of the time. 
Um, and not wanting to break that trust.” 
Another service user indicated that trust is not an immediate process: that building 
trust takes time and at the point of the interview, she had not yet begun to feel comfortable in 
being vulnerable with staff. 
  
It’s just my tendency-I’m not used to being vulnerable around people; I’m just used to 
putting on a front. It’s my-it’s not a reflection on the ward. It’s just that I myself 
personally find it difficult. But when I do get to know the people better, it will be 
easier because they are very open here and understanding as well. (Avery) 
 
6.3.2.4 Human(e) Support. Service users indicated feeling that staff are present and 
there for them. This was demonstrated by staff making the time to be with them. As stated by 
Mia,  
 
We always have an allocated one-to-one each shift and, um, they will always make 
time to speak to you if you need them. Um, the staff also come on set hours after 
lunch instead of sitting in the office, which helps to, like, build relationships. (Mia) 
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Staff were commended for being present and making themselves available to talk to 
service users. “But there’s again, a lot more sort of caring and, like, they take to time to speak 
to people” (Stella). 
Another service user described feeling supported by staff’s presence and reassured 
that she knows they would be available to listen if she needed them. “I know that although I 
don’t speak to them very often, but it’s comforting to know that they are here and I know that 
they would listen if I had something to say” (Luna). 
Staff were also described as being perceptive of service users’ moods, personalities, 
and knowing when to offer support. Stella provided an example: “they notice when you’re 
not necessarily yours-acting yourself […] So they’ll say, ‘do you want a chat?’ […] Stuff like 
that is really helpful.” 
Service users felt that staff are understanding and supportive: when asked whether she 
felt understood by staff when talking to them about her challenges, one service user indicated 
that she did; when asked if this could be enhanced in any way, she said no, staff are already 
“really good” (Stella). Stella indicated the reason she feels safe on the ward is the presence of 
staff support: “It just seems to work having that support there. Yeah, it just seems to work.”  
Another service user gave an example of a time when staff supported her to 
communicate her needs more effectively, coming up with an individually tailored solution 
that supported her to maintain independence.  
 
What I found helpful the other day was writing down what I was feeling and then they 
encouraged me to talk about it instead of them reading it […] It just gave me a 
reminder of what to say […] Not necessarily looking at it, but just having it there and 
sort of like a comfort blanket in a way. (Hazel) 
 
Staff were often described as approachable, as stated by Stella, “They’re very 
approachable and they’re kind of always there, so if you’re having a moment then you know 
that you can go and speak to them, stuff like that.” Avery provides further detail: 
 
The majority of the staff are very lovely, down-to-earth people and we don’t have sort 
of patient-staff, us-them hierarchy […] I’m still getting to know them all. So there are 
people that I got good vibes off straight away that I know I can speak to and there are 
certain staff that I’m not sure of but that’s probably just, you know. But they are-most 
of them are approachable I get on well with them. (Avery) 
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6.3.2.5 Service User Reluctance to Talk to Staff. Despite staff approachableness 
and service users generally feeling supported within the ward community, service users 
reported finding it difficult to speak to staff due to internal invalidation of their feelings or 
not wanting to burden staff with their emotions.  
 
I feel like nothing on their [staff’s] part; it’s me. They’re very much very open and 
willing to speak to me. It’s my not wanting to bother people […] Or, oh, I’m just 
being dramatic. Um, but no, I am working on it-to speak to people more regularly. 
(Layla) 
 
For other service users the motivation to protect oneself through isolation or ‘putting 
on a front’ led to a reluctance to speak to staff.  
 
It’s just my tendency-I’m not used to being vulnerable around people; I’m just used to 
putting on a front. It’s my-it’s not a reflection on the ward. It’s just that I myself 
personally find it difficult. But when I do get to know the people better, it will be 
easier because they are very open here and understanding as well. (Avery) 
 
Avery went on to explain that her reluctance to be vulnerable with staff stems from 
previous unhelpful responses she had received in other services. She described a process of 
unlearning to anticipate negative responses from staff and services. For example, negative or 
even damaging responses to self-injury have been noted in the literature (Johnstone, 1997).  
 
I literally have come from [English northern city] and everything’s new. Everyone 
was new; I don’t-so obviously it’s taken me a little while to get to know people; plus 
I’ve got my own issues about getting to know people and that. Because I’m, like I 
mentioned before, there’s a lot of stigma-I’ve faced a lot of stigma […] When I’ve 
been in places like A&E and things. […] I still have that expectation, uh, like, that 
I’m gonna get that hostile response because it’s just, like, a learned response.’ (Avery) 
 
As alluded to by Avery, there was a suggestion that reluctance to speak to staff could 
be experienced at an earlier stage of treatment, although other research has concluded service 
users need to be approached for communication to take place (Gilburt et al., 2008). One 
service user (Hazel) described being on the ward for “five to six weeks” and having 
experienced difficulty adjusting. She spoke of a conversation she had with a senior member 
of staff, who reassured her this was a typical experience at her stage of the treatment process: 
“[They] said to me that you usually come here-you have a good couple weeks, then a bad few 
weeks, then you come out of that and you’re-you’re settled.” 
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Staff were seen as being willing to relate humanely to service users’ distress, whether 
this was with kind words, or by reassuring touch. This was seen to nullify any need for 
coercion.  
 
I know that people are very good at verbally, like, de-escalation. They’re talking to 
people rather than straight panicking and putting hands on. I’ve not seen it happen 
here. Um, I know that when I’ve been very distressed, their approach has been more 
to, like, comfort me and like, put a hand on my shoulder oar […] Like, put their arm 
around me as a way of saying, like, you’re okay but also just being there. (Luna) 
 
Another service user described an example of a time when her behaviour would likely 
have resulted in the use of restraint in other wards or contexts. Instead, staff chose to sit with 
her and see her through her emotional distress.  
 
There was a time when I was having a flashback and I was hitting my head against a 
wall […] And they could’ve restrained me away but they spoke to me and sat with me 
and helped me, like, focus on… on them being present. I don’t think that would’ve 
happened-or my experience is that it hasn’t happened in other wards. […] Um… the 
focus is very much on… you getting through it. […] Rather than you being stopped as 
quickly as possible and at any cost. (Mia) 
 
This service user indicated that compassion and patience tend to more effectively 
address the root causes of distress that would otherwise lead to restraint. She went on to state: 
 
I think a lot of the time restraining someone doesn’t make them want to stop [risky 
behaviour] […] It just forces them to stop those conversations [pause] you can 
express yourself, you can figure out a better way to deal with it. And saying you 
probably don’t want to do it anymore. Whereas my experience of being restrained and 
then as soon as you’re not restrained you still want to, so you engage in it again […] 
And then you get restrained again […] And it gets into a cycle […] Whereas here that 
cycle’s not even started because the staff listen and give you time. (Mia) 
 
Service users acknowledged their relationships with staff are occasionally tested by 
disagreements or misunderstandings. However, disagreements tend to be worked through and 
discussed. One service user related her experience of establishing how to communicate with 
staff, emphasising that while imperfect, they have come to an understanding and a common 
ground: 
 
When I first got here I would be just crying a lot and staff would be like, ‘what’s 
wrong?’ and I’d be like, ‘I don’t know, I don’t want to talk about it’ […] Like, trying 
to figure out my emotions and try to voice it is very difficult because I do also have a 
THE IMPORTANCE OF BEING HUMANE 
 
 97 
diagnosis of autism … so it took them a while to figure out that I did want to talk, I 
just didn’t know how to phrase it […] yeah, I think it took them some time. And even 
now [pause] they can sometimes get it a bit wrong and I sometimes get it a bit wrong, 
but we’re at a point now that we can talk about it. (Luna) 
 
Another service user gave an example of having a disagreement with a member of 
staff, which resulted in the staff member re-examining her position and making a change to 
better support the service user.  
 
There was another time where I had a disagreement with [a member of staff] um, 
because she wasn’t listening to be about my, uh, genetic condition […] Um, so I said I 
wouldn’t see her anymore. But she read a book about my condition, like an A-Z guide 
in, like, a weekend […] So I said I would give her a second chance and it’s-it’s gone 
really well since then; she’s got more understanding about it. (Mia) 
 
6.3.3 Staff are Uniquely Skilled and Experienced 
The SUAG was particularly sensitive to service users discussing the importance and 
value of staff knowledge of BPD and how this competence made the experience on Poppy 
ward different to experiences on other wards. As stated by Avery, “The staff […] are very 
familiar with the symptoms and the behaviours associated with BPD, which I think is the 
most important thing.” 
Service users’ emphasis on the necessity of specialist understanding can perhaps be 
contextualised with a comparison of non-specialist services, where research indicates 
prevailing attitudes remain negative towards those with diagnoses of BPD. This complements 
the discussion earlier around unhelpful attitudes towards self-harming behaviour in other 
services, including A&E and in acute wards, as Avery further explained.  
 
If I were to harm myself on an acute ward, I would get a mixed reaction […] One 
person might understand, one person might be very, you know, critical or very angry, 
feeling like they’ve been manipulated because I’ve managed to smuggle a sharp in. 
[…] One of the things I saw in an acute setting is if I was in a distressed situation or if 
I needed to talk and I wanted to, like come to the side here and talk, I would get into a 
conversation that might be quite distressing-triggering, for example. (Avery) 
 
Layla described how staff with an understanding of the BPD diagnosis tend to be 
more compassionate given their knowledge of the origins of BPD and its manifestations in 
behaviour: “It’s very-the specialised aspect of it is really good because [staff] understand 
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where you’re coming from and other PD patients, where other wards discriminate to an 
extent.” 
An exception to staff being understanding of BPD was described, however, by Hazel, 
who indicated, “There was a problem with a bank member of staff the other night […] I think 
their understanding… of personality disorder may not be that great […] So they restrained a 
little bit, I think.”  
This was the first allusion to restraint having occurred on the ward. Being one of the 
last interviews conducted, this may have been the first incident for some time. The service 
user had not witnessed the incident and so no further questions were asked; however, the 
allusion to bank staff being more prone to using restraint resonated with the SUAG, who 
were aware of similar scenarios occurring on wards in the local Trust, typically occurring at 
night when bank staff more frequently are on shift.  
Service users also described finding staff knowledge of DBT valuable, particularly in 
an advisory capacity. As stated by Mia:  
 
The staff all know the DBT stuff that we’re trying to use. So if you need support, they 
know what they’re talking about.” Hazel expressed similar sentiments: “[Staff are] 
very good at advising you to use your DBT skills that you learn in DBT sessions or 
distraction techniques. (Mia) 
 
6.3.3.1 Staff are Good at Communication. Communication has been described to be 
essential for a positive experience of treatment in the literature, both for staff and service 
users (Wilson et al., 2018), despite the reluctance to speak to staff explored earlier. Being 
open and honest was described as important for staff in the interviews described in Chapter 5; 
it appears just as important for service users on this ward. 
 
6.3.3.1.1 It’s Good to Talk. Service users described the high quality of 
communication with staff. As Layla said, “We, you know, have good chats.” Talking was 
reported to be encouraged regardless of the topic. “[Staff] say we should use [one on one 
time] even if we don’t have much to say, just ‘cause it’s good to talk” (Stella).  
Meaningful communication was described by service users as being instrumental to 
navigating difficulties in conveying particular challenges, and for staff to collaborate with 
service users to provide effective support. Service users did indicate the combination of skill 
and speaking to service users is important and valued more than just talking alone. For 
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example, as Layla stated: “I find it quite in terms-they actually use skills-they’ll tell you, oh, 
to use this skill or that. Um, rather than just speak to you.”  
 
6.3.3.2 The Importance of Being Direct. As suggested by Luna, service users emphasised 
the importance of being direct with staff when communicating their needs. Luna went on to 
describe the times she felt her preferences were not observed were when she did not state 
them directly for staff.  
 
Researcher: “Have there been times when you feel like you wanted something and 
that didn’t happen or?” 
Luna: “Uh, no, I think that only happens because I don’t ask directly […] So staff 
probably don’t know that I want something […] And staff feel comfortable to ask me 
directly and be honest with me because they know that works.” 
 
Similarly, another service user emphasised ‘straight talking’ with staff as ultimately 
benefitting service users’ treatment. This is an important departure from the attitudes 
expressed by service users in other services (Jones & Crossley, 2008), where internal shame 
and stigma may deter complete openness, or external cues may further reinforce a less open 
approach.  
 
It’s really important that staff know what they’re dealing with and the behaviours 
they’re dealing with and why. And that is a way, then, that, you know, we can talk 
openly about it rather than it being all secret hush-hush. (Avery) 
 
Although service users described the importance for them to be direct in 
communicating with staff, one service user indicated the same standard is not adhered to by 
staff, feeling as though staff shy away from identifying their practices, or the goals of some 
of the care-related conversations they have with service users. This resulted in some 
frustration for Luna: 
 
I feel like you never have that conversation either, where it’s clear about what you’re 
talking about and what the goal is of the conversation or anything like that […] 
You’re just talking […] I think staff will kind of go around things in a weird way and 
like [pause] kind of beat around the bush […] I’d rather they’d just be honest, like this 
is what we’re doing. (Luna) 
 
This service user took similar issue with practices being spoken about instead of 
notated or recorded. She found the absence of recorded conversations limiting in terms of 
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everyone ‘singing off the same hymn sheet’ as addressed elsewhere in the literature (Pisciotta 
et al., 2019).  
 
[The] biggest problem here is that everything is just kind of spoken about […] I think 
if-in that case, right now we’re doing this; we’re working just on this […] And if it 
was written down and stuff like that it would be easier […] And so it can be a bit 
confusing and we and staff aren’t always on the, like same page […] Or know the 
same information. (Luna) 
 
6.3.3.3 Safety Through Talking. When discussing how staff helped keep them safe 
from the escalating distress that might otherwise lead to the use of restraint, service users 
cited staff talking to them and other service users to de-escalate the situation.  
 
There isn’t really any restraint, to be honest. You know, if, um, something’s 
happening or someone’s distressed, generally speaking, you know. Staff will 
approach them, talk to them, take them to the side room and talk about what’s 
upsetting them and give them a chance to air it. (Avery) 
 
6.3.4 A Healthy and Helpful Place 
6.3.4.1 Ward Structure and Environment are Helpful. Service users spoke about 
how the inpatient experience in the Poppy ward is one of safety; how its services assist them 
to build skills to manage their daily lives; that everyday practices are useful and promote 
recovery; and how the ward is a good place to be.  
 
6.3.4.2 Ward is a Healthy Environment. The ward was spoken about in terms of 
being a healthy environment. As Hazel indicated, “the ward is kept really tidy and […] the 
cleaners are very good at [keeping it clean] … spotless […] Yeah…. Um, yeah, it’s just a 
healthy place to be in.” Although Hazel did refer to the physical environment of the ward, the 
shallowness of her description aligns with Rose (2018), who indicated that although these are 
often mentioned as important in the literature, this would seem to be because “clinical 
researchers believe this to be important” (p. 768). 
Another service user indicated that Poppy ward’s structured programming is a stark 
contrast to previous experiences of services and how beneficial this is for her motivation to 
take better care of her health:  
 
In-on my old ward, there weren’t any activities that we needed to do, so when I was, 
like, seriously physically unwell from my self-harming, it didn’t matter that I’d spent 
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all day in bed but here, we have to be up, we have to be dressed; we’ve got a 
community meeting, a walk, and it’s making me realise the-the actual damage that 
I’m doing to physiological body. […] it’s making me realise that these behaviours are 
actually having a-you know, affecting day-to-day living. (Avery) 
 
Service users described a full schedule of activities; this was supported by my 
experience as it was difficult to schedule the service user interviews due to the busy schedule 
on the ward, with service users attending psychoeducational and therapeutic appointments 
throughout the week. “[W]e have a busy timetable with Monday to Friday of groups that help 
our recovery and we do DBT therapy as a group and have individual DBT therapy” (Mia). 
Avery indicated that while there is structure day-to-day, this is not experienced as rigid: 
 
I mean, the group attendance is expected to stay above seventy percent, um, and 
obviously we are reminded of the core values and that of the ward and, you know, 
about bringing contraband on and things like that, but yeah we do. […] Generally 
speaking, we have a lot of flexibility. (Avery) 
 
6.3.4.3 Care-Planning Fitting its Purpose. Service users overwhelmingly reported 
finding the care-planning process on Poppy ward beneficial and a positive experience. 
Service users were largely satisfied with the care-planning practices on Poppy ward, 
describing very little they would change about the process. According to Stella, “to be honest, 
I’ve kind of agreed with everything they’ve said so far […] I’ve not really had any issues.” 
Another service user (Layla) reported the care-planning process helps to create hope 
for the future: “The process is very good in terms that they talk you through it; you sit down. 
It always gives you hope that being here’s going to work.” 
Care planning was also described as a flexible process. One service user indicated 
staff are flexible in the support they provide and they “make it quite… easy to do” (Mia), 
adding “I guess they don’t make it complicated or sort of leave you to it; they support you as 
much or as little as you want with it.” Care plans were described as easy to change, as 
described by Layla.  
 
It’s quite easy to bring up in communal meetings […] make-scribble on any notes that 
I want to change or ways that things are worded that I don’t like […] And then I get a 
fresh copy. The only bits that she can’t change are, like, entrances [sic] from the 
physio or from [the consultant psychiatrist]. (Layla) 
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Service users indicated the staff member who assists them to work on their care-plan 
is also flexible: “anyone, realistically, could help you with that [changing a care-plan]” 
(Layla). 
Service users described the timing of care-planning as flexible as well: it can be 
rescheduled to accommodate events that come up. As explained by Layla, “Sometimes [care-
planning is] missed for whatever reason […] Um, or we can do it whenever we need it, so if 
something drastic has changed, for example.” 
A need for flexibility was described in terms of the timing of completing a care-plan. 
One service user described her mood as determining her emotional capacity to care-plan, 
“Definitely I find it difficult to look into the future when I’m feeling down.” (Layla) 
Another service user indicated the flexibility in care-planning is fluid and there are 
areas where requests to change care-plans aren’t always allowed, but that staff will provide a 
rationale for this. “If I want to make changes, um, then generally they’re more than welcome. 
And if they are challenged, they’ll be challenged for a-a valid reason” (Avery). 
Avery indicated that her primary nurse allowed for more flexibility in terms of timing: 
that given she was newly accepted onto the ward, this could be updated as needed.  
 
Well, I met with my primary nurse. Um, I think the first week of admission and we 
had a catch up a few-a week or two ago and just mentioned we worked through a care 
plan, noted any changes. Because I’m still new here and there’s not a lot-apart from 
the changes of my medication, there’s not really a lot of changes involved in my care 
plan at the moment. (Avery) 
 
There was a suggestion there is inflexibility in care-planning when service users first 
arrive which was experienced as unhelpful.  
 
I didn’t really know what to say because we did [the care plan] pretty straight after I 
got here and I remember just, like, pretty much lying on it. So, she would be like, 
‘what do you want to be after you go to college?’ […] I don’t really want to go to 
college, I just said it because I feel like I should have that in the care plan. (Luna) 
 
Care plans were described as subject to regular review and revision as part of normal 
ward protocol. For example, according to Layla, “It’s regularly updated and […] Um, it is 
monthly” and according to Mia, amendments also occur as a consequence of new knowledge, 
such as an occasion when she observed another service user collapse: “Like, they collapsed 
and my friend collapsed and I didn’t realise it was a trigger. So we added it in” (Mia). 
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Luna, however, described not having experienced regular updates of her care plan and 
her frustration at this failure.  
 
I’ve only really done care-planning once since being here […] There’s only been one 
time where I’ve sat down. Like, key nurse talked about what’s going in the care plan 
[…] So there’s been no, like, structured … like, every month we don’t review it; it 
was just that one time […] It would be better if it was more, like, updated. (Luna) 
 
6.3.4.4 Care-Planning Process Helps Record Progress. Care-planning was felt to 
be a helpful record of therapeutic progress for some service users, and a way to reorient 
themselves with their treatment goals. This seemingly had a practical utility in checking on 
goals set; as Mia indicated, she referred to her care plan “mostly to sort of align myself with 
my goals, check what I need to be working on.” Layla also seemed to use her care-plan as a 
meter of her progress: “It’s very useful; I’ve already achieved one of my big goals on there 
[…] Since being here. Um, supported by staff and occupational health therapists. Um, so it 
seems to be working [laughs].” 
Mia went on to say that it is inspiring to look back at previous copies of her care plans 
to check in with her progress and reaffirm how far she has come, being: 
 
A very different person to the person that arrived last December […] Um, and my 
care plan-if you look at them over time, they reflect that […] Um, so I find it quite an 
encouraging process to see my sort of progress. (Mia) 
 
6.3.4.5 Recovery, not Risk-Focused. Service users described Poppy ward as being 
recovery-focused, most often comparing this approach to other ward or service experiences 
they had had in the past. One service user indicated that compared to acute inpatient wards, 
Poppy ward focuses on enabling recovery which requires a particular mindset in order for the 
programme to be effective.  
 
It seems completely different to anything I’ve ever been on. Um, I’m usually on acute 
wards, which involves me being quite unwell. However, being on this ward, it’s very 
much recovery-based and you have to be in a certain mindset to be here to work. 
(Layla) 
 
Avery elucidated her views of what recovery looks like for her, and how Poppy ward 
supported her with this. Similar to research on personal recovery, recovery for her is living a 
‘normal’ life, including working and living independently.  




But you can learn – as with anything, you can learn to manage your illness to get to a 
point where you can live a normal life without it interfering, you know. […] Do all 
those sort of basic kind of life things that people who are well sort of take for granted. 
(Avery) 
 
Given the various interpretations of ‘recovery’ possible, Layla went on to specify how 
the ward supports her recovery compared to other wards, which is by supporting her to plan 
for her future.  
 
It’s been an ongoing thing, so I’ve been in mental health services for a while […] So 
[the care plan has] just been developed over time. Um, however when I come here, 
it’s become more … recovery-based rather than […] Um, I’m feeling … like I want to 
self-harm, do X, Y, Z […] It’s more, I would like to do this in the future. (Layla) 
 
Some service users tended to pit recovery against risk in terms of the overall 
orientation of a ward. Avery argued that Poppy ward is different from other wards because, in 
her experience, other inpatient wards in her experience are hyper focused on risk, which she 
believes is not an effective long-term approach given that it does not address the root cause of 
risky behaviour.  
 
I came to [Poppy ward] at the end of August, and from an acute mental health ward. 
Um, the ward is designed and this program is designed to have a different approach to 
the way borderline personality disorder is treated. Um, because in acute wards, you’re 
simply managed by your risk and once you are no longer a risk to yourself or others, 
or generally speaking, most people with BPD turn their anger in on themselves. Then 
you are discharged back into the community, but you are not, you know, in an acute 
ward setting and it’s good when you are in crisis, but you know, you’re not in crisis 
every day and so the place set up for you puts you skills that you need to live with 
your illness. (Avery) 
 
Interestingly, this service user seemed to contradict herself, saying Poppy ward does 
focus on risk; however, the implication seemed to be that service users themselves would 
learn to manage their own risks through the development of skills to live their lives more 
independently.  
 
So yeah, so this program here focuses heavily on management of risks and the-giving 
you the skills that you need to learn to deal with the symptoms of your illness and 
yeah, basically, giving you that-those skills so that when you leave here, you can, you 
know, lead a relatively normal life. (Avery) 
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The recovery orientation seems to manifest in the ward’s approach to restraint. 
Service users indicated the default position of ward staff is not to restrain. Luna expressed 
doubts about ward staff’s preparedness to restrain even in extreme circumstances. 
 
Luna: Um, so I think [this ward] just doesn’t really like restraint. 
Researcher: […] Maybe it’s just kind of not even not thinking about it as an option. 
Luna: I don’t think [staff] do. I don’t think-I don’t know if they’ll be able to manage it 
[…] I think they’d panic and be like, what-what do we do? 
 
Layla found this reassuring, although perhaps equally reassuring that it might be done 
as a last resort, contrasting with the anxiety she conveyed earlier relating to her safety as a 
result of being restrained or not restrained in the context of responsibility for one’s own 
safety. 
 
Um, I find restraint quite traumatic from the past. Um, however, restraint on this ward 
isn’t a thing. […] I’ve never seen it, I’ve never heard of it. Um, but I assume in 
extreme cases where it’s necessary, it will be enforced […] Because ultimately, it is 
the patient’s safety. (Layla) 
 
Avery echoed that in extreme circumstances, restraint may be used by Poppy staff; 
however, this seemed an unlikely event.  
 
Well, we already know coming in that [Poppy does not use restraint] and I think that 
if it-I think that if the situation arose, you know, then that would happen and, but like 
I said because of the DBT and the group skills that we’re learning, we’re learning 
different ways. So like, I haven’t seen a restraint happen here. (Avery) 
 
This also perhaps supports the development of epistemic trust, or trust in the authenticity or 
accuracy of information transmitted by another individual (Fonagy & Allison, 2014).  
 
6.3.4.6 Staff Attentive, Respond Immediately. Staff were seen to take service user 
experiences of treatment seriously in terms of ward-wide suggestions for change. Layla gave 
an example of food being stolen and staff’s immediate action to address it: “So someone has 
been taking [food]. Um, however, I suggested that we get labels for food, which staff 
implemented straight away.” 
This service user went on to note, however, that despite repeated conversations with 
staff around preferring advance notice when new service users are admitted onto the ward 
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and agreement to address this, communicating to service this particular change to service 
users continues to be neglected.  
 
When we get new patients, uh, we get them with no warning whatsoever […] 
And it has been brought up a few times, that we want some … notice […] It is a big 
change and we’d like to prepare ourselves […] Rather than the day before […] they 
said they’d do it, but I think it’s just- […] Yeah. They’re not doing it [laughs]. (Layla) 
 
6.4 Discussion 
This research offers insight into the perspective of service users within a specialist 
service for individuals with a diagnosis of personality disorder; results present evidence that 
SDM, PRT and the provision of all staff with specialist training on the diagnosis of 
personality disorder are possible in this context and are experienced positively by service 
users.  
The four themes represent closely related but nevertheless distinct aspects of Poppy. 
‘Shared responsibility and power’ represents Poppy’s egalitarian processual and orienting 
position while ‘everyone takes care of each other’ represents relational dynamics. ‘Staff are 
uniquely skilled and experienced’ describes service user perceptions of staff competence and 
understanding while ‘a healthy and helpful place’ encompasses the structure and every day 
running of the ward. Of the four themes, ‘shared responsibility and power’ and ‘everyone 
takes care of each other’ are possibly the most closely linked given that interpersonal 
interactions between staff and service users are necessary to enact Poppy’s egalitarian 
philosophy.  
There was some overlap between the findings from staff interviews in Chapter 5 and 
the service user interviews reported here. Both staff and service users reported valuing staff 
specialist knowledge and skills and empowerment of service users through shared 
responsibility. An important theme shared by both staff and service users was an emphasis on 
relationships. Reflecting staff interview findings, service users emphasised the importance of 
relationships for positive experiences of care, encapsulated by the theme ‘everyone takes care 
of each other.’ Both relationships and a sense of community on the ward were reported in 
service user interviews, mirroring staff findings. Service users describing their relationships 
with staff and other services users as warm and friendly, even family-like can perhaps be 
traced back to the deliberate non-clinical time spent together, staff and service users alike. 
Service users describe staff taking part in games, cooking and eating together, and going on 
weekend trips away. Although activities have been described elsewhere as an intervention to 
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address boredom (Foye et al., 2019), activities in which staff and service users participate 
together as informal relationship building was not found commonly in existing literature.  
Another finding of note related to peer-to-peer relationships between service users on 
Poppy ward. Although these relationships were not described at great depth, there was a 
focus on mutual respect and being mindful of one another. This was interpreted in this 
analysis of observing boundaries with one another. Whether these rules were tacit or explicit, 
service users, particularly Avery, indicated this was also a show of respect for one another.  
Service users putting particular emphasis on their relationships with staff and rating 
them resonates with relational-cultural theory, which describes the particular importance of 
relationships for women specifically (Miller, 1976). Larsson and colleagues (2016), in a 
study on the impact of mentorship for young women in Sweden, explained that women learn, 
grow, and develop meaning through relationships with emotional bonds (Jordan, 2001; 
Larsson et al., 2016). In another study comparing the experiences of men and women, Schön 
(2013) found that women tend to highlight the necessity of trusting relationships with staff as 
well as emotional support. Although not addressed in the interviews, there is a possibility the 
supportive and positive relationships developed between service users and staff was the 
mechanism that facilitates the learning of DBT skills as well as the impact of the treatment as 
a whole. Another area that has been flagged as relevant in women’s treatment in psychiatric 
inpatient services is the role of attachment theory and the evidence that women with insecure 
attachments styles on inpatient wards experience higher rates of difficulty emotionally and 
relationally bonding with staff (Archer et al., 2016; Hietanen & Punamäki, 2006).  
It is worth addressing Avery’s claim there is no hierarchy between staff and service 
users. While this is a positive perception of the dynamics on the ward and implies a highly 
creditable effort on the part of ward staff to cede power in their everyday interactions, it is 
undeniable that power dynamics are embedded within the structure and operation of inpatient 
wards. Even on Poppy ward, where involuntary admissions are avoided, staff nevertheless 
grant service users permission to enter and leave the ward; have veto power regarding 
treatment decisions; and can exert legal power. However, given that this is the way the 
current system operates and is likely to remain this way for the foreseeable future, the 
minimisation of perceived power differential aligns with one of the organisational challenges 
for services to become more recovery-oriented as described by the Sainsbury Centre for 
Mental Health (Shepherd et al., 2010).  
One practice identified by service users as being satisfactorily implemented is SDM. 
This is an important finding given that in 2014, the NHS Community Mental Health Survey 
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in England concluded that only approximately 50% of service users would agree with 
statements pertaining to satisfaction with their own involvement in their care. All the 
participants in this study reported satisfaction with their level of involvement in their care. 
This was particularly true in relation to decisions related to medication. That service users 
specifically emphasised feeling supported to make decisions around medication is not a 
common experience in the literature given its categorisation as constituting ‘controversial 
decisions’ (Hamann & Heres, 2014), and this is echoed by the SUAG’s feedback. Service 
users’ general perception of shared power or control over medication decision-making may 
be taken as an indication of Poppy ward’s genuine application of SDM principles. Only one 
service user, Layla, indicated dissatisfaction with her level of input in ward rounds. While 
this suggests the manifestation of epistemic injustice often referenced in SDM literature, it is 
unexpected that this was not mentioned more frequently in the context of inpatient services 
given the ubiquity of power differentials within mental health settings and the need for 
expediency in decision-making. Equally, service users’ description of PRT practices can be 
contrasted to recent findings by Coffey and colleagues (2016), who found that while service 
users value risk-taking, they feel the risk assessment process would lead to loss of liberty and 
that a collaborative orientation does not extend to risk management practices. Findings from 
Poppy service user interviews indicate this experience is not universal.  
Another unexpected finding was the satisfaction of service users with the care-
planning process. Previous research (Coffey et al., 2019) indicates that service users are 
largely underserved by the typical care-planning process, particularly relating to their active 
involvement with care-planning. Service users in this study reported inclusion in the 
development of their care planning up to the point of its transcription, which was almost 
invariably left to staff to complete. Service users did not indicate any dissatisfaction with this 
process, although one service user, Mia, preferred to take her laptop to sessions, indicating 
that it allowed her to refer to her notes, and Luna expressed this was something she also 
would have preferred. Wood and Alsawy (2016) found that service user involvement in care-
planning can, for some, mean a ‘double-edged sword’ in that service users may feel they are 
under additional pressure to make the ‘right’ decision, which may feel doubly difficult when 
already struggling. This finding was not represented in this study, although timing was cited 
as determining the helpfulness of care plans.  
Service users often referred to the ward structure itself being safe and structured, 
comparing this to other wards or services they had experienced. There was a sense of Poppy 
ward providing sanctuary. Although the yearlong DBT design of Poppy ward is not as easily 
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duplicated in other services considering the resources involved in supporting it, what seemed 
to be the main benefit was the support for service users to feel secure and safe; to feel a sense 
of routine and structure but also to know that staff subscribed to a recovery focus. As 
Shepherd and colleagues (2010) argue, recovery-promoting practices focus on “changing the 
ways in which things are done, rather than on an injection of new resources,” (emphasis in 
original; p. 4). This focus on recovery over risk (PRT) is noteworthy given the context of the 
ward and its specialist remit. Services tailored to service users with a diagnosis of BPD tend 
to focus on risk by virtue of the self-harm behaviours common in individuals with this 
diagnosis; thus, retaining a recovery orientation amidst what are certainly strong pressures 
from higher power structures is commendable.  
An unexpected finding discussed amongst the SUAG and me was the prevention of 
restraint was enabled by various factors across themes which combined synergistically to 
enhance safety, emotional management, relational skills, and relationship quality, while 
decreasing conflict, boredom, a sense of hierarchical divide, and frustration over arbitrary or 
conflicting ward rules applied without consideration for circumstance or nuance. In the 
literature, coercion or restraint are typically targeted by interventions seeking to reduce their 
use; staff training and particular techniques such as de-escalation are described (D'Orio et al., 
2004). That restraint was referred to as a remote possibility seems to support a more cultural 
or ubiquitously recovery-oriented milieu which serves to deter manifestation of coercive 
intent. There being a vague reference of an incident is still some cause for concern, and the 
association with bank staff supports certain issues brought up in the CQC’s 2017/2018 report 
(CQC, 2018) regarding the state of health care in England. Budget cuts have reportedly 
resulted in hiring more temporary staff which, some have argued, has created a false 
economy, as more costly emergencies may be the ultimate result. Unlikely to benefit from 
de-escalation training or an understanding of service user distress, bank staff likely suffer an 
emotional toll because of these encounters; there is some evidence to this effect (Jenkins & 
Elliott, 2004). 
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7. Chapter 7 Psychological Formulation Literature Review, Model Development and 
Model Training 
7.1 Chapter Overview 
 The following chapter begins with a justification of the need to develop a model of 
psychological formulation to address the gaps identified in the previous chapters’ findings. 
This is followed by a discussion of what makes a ‘good’ formulation, which includes a 
critical review of the ‘validity’ debate. A review of the common formulation modalities used 
in the NHS is followed by an exploration of collaboration in the development of formulation. 
A critique of existing models of formulation is then provided, which precedes the 
identification of gaps in existing formulation models.  
This chapter then details the rationale for the development of the PNM; discusses the 
philosophical foundations of the PNM as well as its alignment with critical realism; describes 
which and how published theories and models of formulation were adapted and incorporated 
in the PNM; and provides details related to the SUAG’s involvement and the iterations of the 
PNM. An exploration of the most recent iteration of the PNM is provided. 
This chapter concludes with a description of the development of the PNM training 
sessions delivered to Poppy ward staff and includes the theoretical rationale for design 
decisions. The training itinerary is provided alongside a description of the training delivery 
itself, including attendance rates. The chapter concludes with a description and discussion of 
the challenges encountered.  
 
7.2 Psychological Formulation as a Bridge over Streams 
This chapter addresses the third research question:  
3. What does a model of psychological formulation, collaboratively developed alongside 
local stakeholders to address their needs, look like? 
As described in Chapter 2, psychological formulation has been identified as a possible 
support for positive practice. Research has indicated, for example, that formulation can 
support recovery-aligned practices (Blee, 2015; Evans, 2020) as well as SDM (Blee, 2015), 
and PRT (Clarke, 2015; Lewis-Morton et al., 2017). Psychological formulation may also 
indirectly reduce the use of coercive practices by supporting relationship-building between 
staff and service users (Berry et al., 2016; Waugh et al., 2010; Summers, 2006), thus reducing 
the use of coercion (see Chapter 2).  
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Given the function and purpose of formulation (described in Chapter 2), some 
researchers have advocated for formulation to replace the use of diagnosis altogether 
(Johnstone, 2018a), or for formulation to be offered alongside diagnosis for added context 
(Mohtashemi et al., 2016), particularly for those with a diagnosis of BPD given its contested 
legitimacy (Campbell et al., 2020; see Chapter 1).  
  As discussed in Chapter 5, in interviews with staff, there was a suggestion that 
formulation could assist with care-planning. This has been advised by NICE (Kuipers et al., 
2014) during assessment and care planning for individuals with diagnoses including 
schizophrenia and psychosis (Kuipers et al., 2014). Other researchers have described positive 
appraisals of staff towards the utility of formulation for care-planning as well (Bensa & 
Gregg-Rowbury, 2016; Craven-Staines et al., 2010; Summers, 2006). Yeandle and colleagues 
(2015) describe the use of a ‘guided formulation’ to lead care-planning throughout Somerset 
Trust. Thus, the exploration of formulation to both support and extend positive practices on 
Poppy ward and potentially beyond was clearly justified.  
 
7.3 Determining What Makes a ‘Good’ Formulation  
The UK appears to be the only country in which the governing body of Psychology 
has issued official guidelines on formulation standards. In the UK, the DCP is responsible for 
formulation guidelines for clinical psychologists. The current guidelines were assembled in 
2011 and highlight key characteristics of formulations from all orientations, with the 
expectation that “clinical psychologists always formulate from a broad-based, integrated and 
multi-model perspective which locates personal meaning within its wider systemic, 
organizational and societal contexts,” (DCP, 2011, p. 2).  
The 34-item checklist offered in the good practice guidelines specifies that 
formulation should, among other features, be sufficiently grounded in thorough assessment, 
go beyond a mere list of factors to integrate an explanation of an individual’s difficulties, 
adequately contextualises relevant historical experiences, uses personal meaning as an 
integrating factor, and provides the foundations on which to base treatment planning (DCP, 
2011). 
Additionally, the checklist highlights the importance of basing the formulation on the 
person and not their diagnostic label, the use of accessible language, as well as cultural 
sensitivity.  
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Over the years, critics have questioned the idea of scientific validity and rigour as it 
applies to formulation. Specifically, some have expressed concern over a lack of 
demonstrable reliability and validity within various formulation models (Messer, 1991; 
Mumma, 2011; Mumma & Fluck, 2016). Ridley and colleagues (2017) argue a case for more 
‘valid and reliable’ formulation methods, predicated on 1) a need for a consensus definition 
of formulation; 2) the plethora of models; 3) the disconcerting status of clinical judgment; 
and 4) pervasive judgmental and inferential errors. Ridley and colleagues (2017; as well as 
others who share their view) seem to view ‘validity’ through a positivist lens, or ‘scientific 
validity;’ however, this is with little to no reference to the views or role of a service user in its 
development. Ridley and colleagues (2017) do not show any indication as to whether their 
suggestions for internal checks to ensure robustness of internal ‘validity’ would actually help 
the service-user. Their role is not to actively engage with this process; they are considered a 
source of information to be integrated but not to consult or collaborate with.  
This research adopted a similar view as the DCP good practice guidelines on 
formulation (2011), which are largely unconcerned with ‘validity,’ ‘accuracy’ or the rigour of 
‘scientific’ methods of formulation. Test-retest reliability or examination of ‘truth’ of a 
formulation against ‘evidence’ does not address the purpose of formulation according to the 
DCP, which is to assist a service-user to explore the meaning of their experiences as it 
manifests within their current problems. In addition, given the purpose of a formulation is to 
assist with therapeutic progress and the individual’s recovery, such notions as test-retest 
validity are inappropriate: the goal is for the formulation to change, not for it to remain the 
same at a future time.  
The DCP version of a good practice formulation (2011) entails an individual working 
collaboratively with a practitioner wherein they explore explanations and narratives that 
make sense to the individual and are helpful to their recovery; events or interpretations 
themselves are not tested for factual validity. Summers (2006) argues it is not, in fact, the 
content that matters to service users so much as staff attempting to understand and 
demonstrating their recognition of service users as people.  
 
7.4 Types of Formulation 
According to the DCP (2011), the main therapies used by NHS clinical psychologists 
include CBT, as well as systemic, psychodynamic, and cognitive analytic therapy (CAT). 
DBT is also a recommended psychological therapy for service users with a diagnosis of BPD 
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(NICE, 2009). Each of these modalities approach formulation according to the tenets of their 
theories and, if applied according to these parent theories without deviation, this can be 
viewed as a ‘pure’ approach. ‘Pure’ practices of modalities or the attendant use of 
formulation are uncommon (DCP, 2011). Both the basis of criticism by Ridley and 
colleagues and a recommendation in the DCP good practice formulation guidelines, most 
practitioners report to formulate from an integrative, ‘eclectic’ or mixed-model perspective. 
The rationale for this can also be explained by both schools of thought: formulation is often a 
practice that is ill defined or unclear even to senior clinical psychologists (Upsdell, 2018), 
and perhaps due to a lack of prescription, an eclectic formulation is the unintentional result. 
An eclectic approach aligns with recommendations by the DCP (2011) in that it suggests 
practitioners approach each individual with a broad view and the best evidence of ‘what 
works’, irrespective of the particular theoretical orientation.  
Other models are described as ‘theory-neutral,’ or compatible with a range of 
therapeutic orientations (Kendjelic & Eells, 2007). However, common ‘theory-neutral’ 
models tend to incorporate key factors or elements common to most formulation models that 
generally map roughly onto the CBT 5-P model (presenting issues, precipitating factors, 
perpetuating factors, predisposing factors, and protective factors; Kendjelic & Eells, 2007). 
The 5-P model and those like it, it should be noted, have been criticised for exemplifying a 
type of ‘list of factors’ approach, which limits a more cohesive and meaningful narrative 
when applied uncritically (DCP, 2011).  
Traditional formulation takes place one-to-one between a practitioner and a service-
user, although it has been suggested that carers or chosen members of an individual’s care 
team may also attend with the service-user’s permission (Tarran-Jones et al., 2019). Team-
based formulation, or the concept of involving a wider staff group in formulation as 
traditionally practiced by psychologists, has more recently received attention (Randall & 
Caldwell, 2015). In the literature, team-based formulation can be the team formulating either 
the service-user based on their individual knowledge and interpretations of what is happening 
with the service user, or their reactions to a service-user (for example, as a reflective practice 
exercise), or both.  
 
7.5 Collaboration in Formulation 
Collaboration in the development of psychological formulation tends to refer to 
collaboration with the service user, collaboration with the MDT, or both. Collaboration with 
both service users and staff aligns with the DCP (2011) good practice formulation guidelines, 
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although some may argue that best practice formulation would prioritise service user input 
due to increasing awareness of the ethical dubiousness of ‘doing unto’ versus ‘doing with’. 
As described in Chapter 2, service users value being involved in their care. Beyond 
arguments that involvement is a right (Sheldon, 2011), it is additionally thought to avoid the 
negative ramifications of incorrect or re-traumatising formulations (Redhead et al., 2015).  
Service user collaboration in the team-based formulation process has been described 
as depending on the nature of the formulations; for example, reflective practice may not be 
appropriate for service-users to attend (DCP, 2011). Based on current research, it is not clear 
how service users can be meaningfully, ethically and logistically involved in team-based 
formulation, although solutions have been offered (Ingham, 2012).  
 
7.6 Critique of Existing Models 
Although notable exceptions exist (Kuyken et al., 2009), strengths or more positive 
aspects of care tend to be constrained to one separate section of a formulation, which may 
have the symbolic impact of downplaying its presence or importance. This is an important 
feature to overlook, as focusing on problems, while an obvious and necessary aspect of acute 
care, may deny hope to service users in the absence of more encouraging messages about 
their worth and potential.  
Very few models, again with a notable exception (Yeandle et al., 2015), are indicated 
to have been collaboratively developed. Yeandle and colleagues (2015) describe their ‘guided 
formulation’ approach as being developed for working with service users with a diagnosis of 
BPD describe the development of the Model “by the authors of the present article alongside 
feedback from a range of staff and service users” (p. 26). The authors emphasise the 
formulation is ‘jointly undertaken.’ They refer to an ‘explicit format’ that supports 
collaboration but the model itself is not provided for public review. The authors also do not 
make clear what features of the model have been adapted for use with service users with a 
diagnosis of BPD or why other models are unsuitable.  
A critique of mainstream models (for example, CBT) is that they tend to fail to 
sufficiently acknowledge wider contextual causes of distress (Johnstone et al., 2018; Proctor 
et al., 2009). Similarly, biopsychosocial approaches, although ostensibly more holistic, have 
been criticised for privileging biological explanations of mental distress (Johnstone et al., 
2018).  
In one of the few articles that address the experience of the process of DBT 
formulation, Rizvi and Sayrs (2020) briefly discuss their observations over the years of 
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delivering DBT training to clinicians. Although the article itself focuses on simplifying the 
principles of DBT, it is positioned to do so given the experiences of delivering DBT as 
complicated and ‘extremely daunting’ given its complexity. Although experts and those with 
extensive training may find the process of DBT formulation straightforward and adaptable 
(Rizvi & Sayrs, 2020), its being taught to all members of the MDT would likely be difficult.  
Although likely more straightforward to teach to formulation novices, the list-of-
factors approach (such as that typically demonstrated by the 5-P model) may limit the 
coherence of a formulation. The DCP (2011) guidelines recommend using meaning as a 
narrative glue to thread together a comprehensive and understandable rendering of a person’s 
experiences and plan.  
 
7.7 Identification of Gaps and Rationale for Development of the PNM 
This review reveals the existing gaps in the literature, including the need for the 
development of a formulation model that recognises and integrates service users’ positive 
aspects throughout the process; clearly indicates a process of collaboration with various 
stakeholders that is applicable regardless of psychiatric diagnoses; addresses the wider 
contextual influences on individual mental health; is straightforward for non-psychology staff 
to understand and implement; and uses personal meaning to integrate its various components. 
For this research, there was also an impetus to, as far as possible, develop a model that 
addressed the needs of staff and service users (see Chapters 5 and 6) by using their guidance 
and feedback to incorporate relevant features of existing formulation models and theories to 
ground the resulting model in their lived realities. This approach sought to avoid the risk of 
developing a rigid model that was incongruent with reality, which may otherwise result from 
the development of a theory-driven model without reference to end users. The model is 
intended to encourage attendance to and prioritisation of need rather than theory in a strict 
sense (Spandler, 2021). The developed model came to be called the PNM and an account of 
its process of development is provided below. 
 
7.8 PNM Development: Ties to Theoretical Framework 
The critical realist perspective aligns with the underlying philosophical assumptions 
inherent in the PNM. As discussed within Chapter 4, critical realism is distinct from other 
philosophical perspectives in terms of its ontological realism, epistemic relativism, and 
judgmental rationality. Ontological realism entails the view that events in the world occur 
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independently of our awareness, which aligns with the Model’s objective to identify meaning 
within the lives of services users and their understanding of how their difficulties developed. 
The Model also aligns with critical realism’s epistemic relativism, which views knowledge of 
reality as situated in a historical, social, and cultural context (Archer et al., 2016). The 
foundation of the model is the acknowledgement of an individual as situated in their broader 
political, social, and material environment and how it is embodied in the individual and their 
mental health. Finally, the PNM aligns with critical realism’s position on judgmental 
rationality, which Archer and colleagues (2016) frame as the belief in the possibility for 
social science to improve its knowledge about reality over time, and to make relatively 
justified statements about the ‘real world’ while at the same time being historically and 
contextually situated, and subject to change. The PNM, being a model of psychological 
formulation, seeks to assist the service user to identify the central role of meaning in their 
experiences and to test hypotheses about how best to assist in coping with distress by 
evaluating interventions.  
The PNM is not intended to be interpreted as a ‘final’ version. Aligning with the 
critical realist perspective, it is subject to questioning and improvement through consultations 
with a larger audience of stakeholders as well as research, and the involvement of key 
collaborators throughout the process is merely the first stage.  
 
7.9 Guiding Documents and Models 
A host of guidelines, theories, and published models of formulation provided the 
foundations of the PNM. Key concepts and features of these works were incorporated and 
adapted according to the guidance and feedback of key contributors.  
Beyond the DCP’s ‘good practice guidelines for psychological formulation’ (2011), 
other resources and documents which guided the development of the PNM included 
incorporation and reference to key strengths-based approaches (Tse et al., 2016) and models, 
including the strengths-based Client Assessment of Strengths Interests and Goals (CASIG; 
Wallace et al., 2001). Also incorporated were the CBT-based Comprehend, Cope and 
Connect model (Clarke & Nicholls, 2018; Bullock et al., 2021); and the team formulation 
approaches outlined by Johnstone and Dallos (2014), among others (Kendjelic & Eells, 2007; 
Berry et al., 2016; Hagan & Smail, 1997). 
The most influential document and therefore the focus of the following discussion is the 
PTMF (Johnstone et al. 2018), which was published by the British Psychological Society’s 
(BPS) DCP in January of 2018. The authors of this document, identified as a ‘meta-theory’ 
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that supports and extends existing contextual ways of viewing mental health, set out to 
present an alternative to the ‘DSM mindset’ (Johnstone et al., 2018). The authors claim the 
currently accepted view of mental health difficulties is inappropriate because it depicts 
mental health difficulties as internalized, largely biologically caused illnesses to be 
understood similarly to medical diagnoses. They claim that a paradigmatic shift is possible 
and necessary. According to the authors, the fundamental purpose of a diagnosis is to 
understand patterns, and that this can occur without reference to psychiatric diagnostic 
models. The document was co-produced by researchers, practitioners, and people with lived 
experience.  
The authors indicate the ideas presented within the PTMF apply to all people, rather than 
just those who use psychiatric or forensic services. The Framework (Johnstone et al., 2018) 
adapts the question made popular through the recovery movement: ‘What has happened to 
you?’ (How is Power operating in your life?) This question is expanded to delve further by 
asking the following questions: 
• ‘How did it affect you?’ (What kind of threats does this pose?)  
• ‘What sense did you make of it?’ (What is the meaning of these situations and experiences to 
you?)  
• ‘What did you have to do to survive?’ (What kinds of threat response are you using?)  
• ‘What are your strengths?’ (What access to power resources do you have?)  
• ‘What is your story?’ (How does all this fit together?)  
Beyond its conceptual impact on the development of the PNM, this document was also a 
source of practical guidance regarding how to structure the PNM, adapting and incorporating 
these questions throughout. 
Along with the widely acknowledged psychological, sociological, and biological factors, 
the Framework views mental health difficulties as the embodiment of material and political 
contexts and acknowledges the common experience of trauma amongst those who use 
services. The Framework acknowledges the often-unseen power influences in society at large 
and conceives people’s reactions to the negative operation of power to be understandable 
reactions, or threat responses. The meaning that individuals take from their experiences 
serves to unite the narrative of a person’s life, allowing an understanding of their reactions to 
specific circumstances, and serving to illuminate their patterns of behaviour. 
The PTMF has not been without critique, and this is important to acknowledge and 
address given the centrality of the Framework in guiding the PNM. In this age of web-based 
publication, much debate has taken place on non-traditional forms of media. The PTMF’s 
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publication in January 2018 was followed by personal opinion pieces on blogs, interaction 
between authors and the public through social media, podcasts, and text-based debates 
(Johnstone & Whittaker, 2018).  
Examples of criticism include (1) that it dismisses or misrepresents 
biological/medical/genetics factors and de-emphasizes the influence of biology on mental 
distress, or, in other words, overemphasizes the influence of socio-political factors. The 
authors have also been accused of (2) failing to consult with enough service users or activists 
in social justice issues sufficiently (particularly members of racialised groups), and perhaps 
as a result of this, that (3) it does not sufficiently consider the real-life implications of social 
inequality and epistemic injustice and furthermore does not offer solutions to either. Further 
criticism is that (4) it uses recovery to pit psychology and psychiatry against each other, using 
this document to wage its ‘turf war.’ 
Much of the criticism has been addressed by the authors directly (Brown, 2018). To 
criticism (1), the authors have countered that the Framework acknowledges the role of 
biology but contends the current conceptualization of biology as the most important influence 
is un-evidenced; for example, the existence of biomarkers of psychiatric diagnosis 
(Venkatasubramanian & Keshavan, 2016) and the theory of ‘chemical imbalance’ have 
continued to remain unsubstantiated despite decades of well-funded research (Border et al., 
2019; Harrington, 2019).The fact the research has not yet been able to evidence the role of 
biological influences despite decades of funding suggests new ways of understanding mental 
illness which are not based on the role of biology are required. Further, the authors 
acknowledge the role of biology as “a mediator and enabler of all human experience” 
(Johnstone et al., 2018) as opposed to a primary cause, which introduces a much more 
nuanced and complex understanding of mental health, and one which appears to more closely 
fit reality. The second (2) criticism that the authors failed to sufficiently solicit the 
perspectives of service users and other stakeholders was perhaps justified in that over the 
course of the 5 years during which it was developed only 8 service users and carers were 
consulted. Although this was supplemented by two contributing authors who also identify as 
having lived experience of mental health difficulties, the critique posted on the National 
Survivor User Network blog (Scheherazade, 2018) following the event highlights the absence 
of diversity among the panel, which underscores a far more insidious and systemic concern 
surrounding the undeniable absence of intersectionality among authority figures in mental 
health, who are predominantly white and from privileged backgrounds. 
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The third (3) criticism surrounds the impracticality of the model being employed in 
current services. This particular critique is somewhat unjust given the Framework has been 
presented by the authors as a first stage of the project and that further work is required to 
make it more concrete. The Framework was introduced as a primarily intellectual resource 
which is not expected nor intended to be put into practice at this stage. The authors 
acknowledged the need for adherence to the current ideology within the current context, 
including the requirement in some social assistance programs for a diagnosis. The authors 
additionally acknowledge that some service users find meaning and comfort within the 
current system and wished to simply offer an alternative way of thinking which is not offered 
in the prevailing system. Finally, the document was not published without consultation with 
experts and professionals in the area of social assistance, including feedback from the 
Professional Head of Social Care and Social Work at an NHS Trust. He and other consultants 
provided guidance on navigating the wider societal and political atmosphere and on how the 
Framework could be adapted for use in practice. Again, criticism from those such as the 
blogger who provided an opinion to the National Survivor User Network (Scheherazade, 
2018) is valid in pointing out the absence of consultation with activist groups who may have 
provided more practical feedback which in turn could have been more acceptable to a broader 
range of intended end-users.  
Whether or not the fourth (4) criticism was the intention of the authors, that is, to pit 
Psychiatry against Psychology, the model certainly seems to have instigated a degree of 
hostility and defensiveness from both sides and can be seen be playing out on social media, 
specifically Twitter. As Dr Johnstone (Johnstone, 2018b) states, the reaction on the part of 
Psychiatry as expressed by certain psychiatrists is somewhat predicted by the model itself. 
Because the authors of the model intend to challenge the authority and credibility of 
prevailing bio-centric ideology, it follows that representatives and those who align 
themselves with the tenets of the diagnostic and medical model would react defensively by 
using threat responses themselves. Criticism has been both constructive and not. Critics also 
claim the authors fail to acknowledge that Psychology profits from the current ideology, and 
the authors have been called un-reflexive for this lack of acknowledgement. Although this 
was not directly addressed in the Framework, or at least from what I observed, the authors do 
acknowledge that a Psychological or service-based approach may not always be helpful for 
service users and there are many less formal, non-formulation-based ways of locating 
meaning and promoting personal recovery. In addition, the authors have elsewhere explicitly 
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challenged the vested interest of Psychology, a discipline in which professionals profit from 
distress (Dillon, 2016).  
Despite some of the valid criticisms brought against the PTMF, I chose to draw from it in 
the development of the PNM due to my desire to provide those who wish it the option of an 
alternative and more contextual understanding of their difficulties. I acknowledge the PTMF 
is not without flaws, but it is an innovative and important model which supports alternatives 
to the prevailing ideology, one which can be damaging to service users and professionals (a 
proportion of whom identify as having lived experience) alike (Richards et al., 2016).  
 
7.10 Iterations of the Model 
7.10.1 Major Contributors 
 The SUAG (see Chapter 4) assisted to develop the PNM from its earliest stages 
onwards. Their lived experience assisted to enhance the relevance and presumed acceptability 
of the Model (explored empirically in Chapters 8 and 9).  
Due to the NHS gatekeeper’s life events, including career moves and maternity leave 
(see Appendix A), I benefitted from the perspective of four formal and one informal NHS 
supervisors for the applied aspect of the research. All four supervisors are mental health 
practitioners, and although each encouraged me to exercise independence in my final 
decisions, they provided unique guidance and perspective according to their professional 
experience and underlying worldviews. Two supervisors are clinical psychologists, and two 
consultant psychiatrists. Perhaps predictably, the largest diversion of opinion regarding in 
what direction to take the model was between the psychiatrists and the two psychologists. 
One psychiatrist supported a formulation model similar to the 5-P model (Dudley & Kuyken, 
2014) model and was in favour of a ‘clinical’ formulation informed by staffs’ immediate 
needs whereas the initial psychologist supervisor was careful to differentiate between clinical 
formulation and psychological formulation, the latter being more concerned with 
psychological theory and drawing from evidence-based psychological models. Both clinical 
psychologists expressed interest in the PTMF (Johnstone et al., 2018), a DCP Psychology 
model.  
The input from my academic supervisory team combined professional expertise with 
expertise in applied research. My supervisory team guided me to reflect on the philosophical 
and theoretical coherence of the model with the overall worldview of the research project; the 
extent to which decisions I made were defensible and logical; as well as ensuring the 
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relevance and quality of guiding resources. My supervisory team also assisted in navigating 
the frequently conflicting feedback from the SUAG and the NHS supervisors, which required 
careful consideration to resolve.  
 
7.10.2 Development Process and Model Iterations 
The model underwent three distinct iterations (see Table 7.1). The original design of 
the model entailed a CBT 5-P formulation model, common in research relating to formulation 
interventions (Bensa & Gregg-Rowbury, 2016; Brown et al., 2018). This involved the 
problem, predisposing factors, precipitating factors, perpetuating factors, and protective 
factors. This was the presumed model for much of the beginning stages of the research given 
it took several months for the SUAG to assemble properly; without the contribution of 


























Feedback and Iterations of the PNM 
Guidance/feedback Source Version  
Must be collaborative Consultant 
psychiatrist 
Pre 
Use of term ‘formulation’ too clinical 
 
SUAG Pre 
Clinical language makes people feel intimidated and 
self-conscious 
SUAG  Pre 
Include positive aspects of history Clinical 
psychologist 
Pre 
Use more neutral phrasing, e.g., ‘what happened’? SUAG 1 
Not focusing on strength, language still too clinical SUAG 1 
Use more recovery-aligned language and language 
service users themselves would use. E.g., ‘triggers’ 
SUAG  1 
Do not refer to ‘horrible feeling’ SUAG  1 
Staff need to be assigned more responsibility in process SUAG  1 
Create more guidance or a manual for staff to make more 
accessible 
SUAG 1 
Make more individual, allow to be more tailored to each 
service user 
SUAG 1 
Use PTMF more as existing framework Supervisor/clinical 
psychologist 
2 





Good that next steps included, makes more concrete Supervisor/clinical 
psychologist 
2 
Model very clearly about ward life Recovery tutor 3 
Good to emphasise fluidity of process; ensure service 
users know can proceed at own pace 
Recovery tutor 3 
As questions go on, recognises strengths, leads service 
users to identify positive aspects 
Recovery tutor 3 
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As the project developed, however, there was concern about how to balance the 
Model’s contribution to knowledge, integrating the practical suggestions made by the SUAG 
and the need to acknowledge societal-level influences. This necessitated an approach that 
both addressed a broader understanding of politics, as well as social and psychological 
factors. There was also a need to adopt a ‘transtheoretical’ model, which “is not constrained 
by the tenets or concepts of any one theoretical orientation” (Ridley & Jeffrey, 2017, p. 376).   
The freedom to incorporate techniques and principles from a range of therapeutic modalities 
based on their evidence also allowed for a more person-centred approach which could be 
adapted to a service user’s particular needs, avoiding a ‘bed of Procrustes’ approach (e.g., 
figuratively shoehorning service users to fit a particular theoretical model; Bruch, 2015) and 
acknowledged that no one intervention is right for every problem or person; thus, a CBT-
based model was deemed inappropriate. Feedback from the SUAG also pointed to the need 
for more focus on strengths along with the need for the model to be grounded more 
concretely in the ward to ensure its relevance for service users. The feasibility of the scope of 
interventions given the time-limited nature of service-user stays at the recovery ward was 
also a consideration in ensuring the scope of the Model did not exceed realistic timeframes. 
There was also a concern the model was still much too clinically focused and would not be 
accessible to service users.  
This feedback led to the second distinct iteration of the model; this version was 
heavily strengths-based and grounded in experiences on the ward. The feedback from the 
SUAG was especially influential in this iteration of the model: the incorporation of strengths 
was represented more fully within the guided discussion included in the elaborated version of 
the model, and service users were encouraged to explore their own resources and goals. The 
model was very much solutions-focused in that the objective was to identify a concrete plan 
of action to support the service user in areas they identified themselves. The model was 
further supported by a member of the local Recovery College, who remarked the pattern of 
guided questions intended to encourage service users to identify their own strengths was 
especially helpful, as it encouraged self-reflection on existing resources and supports, and 
demonstrated this in a pattern so the message is more discernable even to those service users 
whose usual cognitive resources may not be fully available because of medication.  
The final version of the model evolved from the closing round of feedback from one 
of my academic supervisors, a clinical psychologist, who felt the model had become 
somewhat pragmatic and offered fewer opportunities than was ideal for psychological theory 
to contribute to the service user’s understanding of their difficulties than was ideal. In 
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focusing on the contribution of the SUAG, I had somewhat lost sight of psychological theory. 
Thus, I revisited the Model with the relevant literature in mind alongside the SUAG and other 
feedback once more. The final model was developed by incorporating feedback from all 
stakeholders’ consultations in a way that allowed for flexibility and refrained from imposing 
on its users any one way of working or understanding. It is based heavily on the PTMF 
(Johnstone et al., 2018) given its alliance with formulation and trauma-informed recovery 
principles, as well as an awareness of the wider influences of political, social, psychological, 
and biological factors as interdependent and inseparable mechanisms and influences in 
people’s lives. 
The SUAG made specific and concrete suggestions to ensure the acceptability of the 
model. This included replacing the term ‘formulation’ with more everyday language to 
improve its accessibility to both service users and non-Psychology staff, which led to the 
adoption of the term ‘personal narrative.’ Containment was also a concern for service users, 
who felt that without appropriate delineation of the purpose and framing of the model, service 
users would feel overwhelmed by the scope of conversations and be less likely to identify 
goals or specific support requirements. Thus, it was recommended the model be grounded 
within the inpatient ward experience to provide structure and direction to the conversations 
between service users and practitioners.  
 
7.11 The Personal Narrative Model 
The final formulation model (see Figure 7.1 and Appendices E and F for templates 
and guides) drew from the literature in a variety of respects, ranging from its format, its 
content focus, and the ultimate messages it was intended to deliver. The format of the model, 
as suggested by existing frameworks and aligning with the need for flexibility and sensitivity 
in acute psychiatric services, was designed to be flexible and not intended to be rigidly 
adhered to, nor are its sections exhaustive. In terms of its topics covered, their relevance has 
been grounded in the literature, the recommendations of the SUAG, and various other 
contributors. It includes the areas of life in the ward which are predicted by contributors to be 
salient to end users (service users and staff). Although the linear format and delineated 
sections of the model may imply users should work their way from the top down (for 
example, beginning with past experiences), this orientation it is not to be understood as 
‘directions’ as such. The users of the model may wish to choose which section(s) to focus on 
and the order in which to explore them. Each section is to be understood to affect and be 
affected by every other section, and in this way, no section may be viewed independently or 
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outside of the context of the rest of the Model. This accords with the PTMF authors’ 
explanation (Johnstone et al., 2018) on how best to understand that particular model, and 
which, as stated above, heavily influenced the development of this model. This is explained 
in greater detail in the following sections. 
  




The Personal Narrative Model 
 





As described in Chapter 2, collaborative mental health practices are integral to 
positive experiences of mental health services; as further emphasised in Chapter 7, this is also 
the case for positive experiences of psychological formulation. Collaboration forms one of 
the key principles of good practice of psychological formulation by the DCP (2011). In this 
way, the contributions of both the service user and the practitioner are valued equally. In 
practice, the service user and practitioner should agree on the formulation that is written 
down. The PNM is intended to be used as a tool according to the needs of its users and 
therefore can be used one-to-one between a service user and a clinician; to formulate as a 
staff team; or, as was the original design of this research (see Appendix A), both.  
 
7.11.2 Strengths and Resources 
Intended to inform each subsequent section of the model, strengths and resources 
symbolically runs continuously along the side (see Figure 7.1). Following from consultation 
with the SUAG as well as the site-supervisor clinical psychologists, the model is intended to 
focus on the strengths and resources of the service user. According to the section discussed 
between the clinical psychologist and the service user, this will involve a consideration of 
their positive qualities, characteristics, or experiences. The formulation and 
psychotherapeutic literature were consulted for examples of strengths-based approaches; the 
result was Tse and colleagues (2016); Padesky and Mooney (2012); and Wallace, Lecomte, 
Wilde, and Liberman’s CASIG (2001): A consumer-centred assessment for planning 
individualized treatment and evaluating program outcomes. Each succeeding section requires 
the practitioner assist the service user to identify 1-2 positive things about themselves as it 
relates to that particular section.  
 
7.11.3 Past Experiences 
This section, as in the PTMF (Johnstone et al., 2018) expands on the question, “what 
happened to you?” The border of the past experiences box in the model is symbolically 
perforated to indicate it is not to be considered a focus of the formulation discussion and that 
it is not to be seen as a definitive feature of the individual, an idea introduced by Clarke and 
colleagues (2018) in their CBT-informed Comprehend, Cope, and Connect model. This 
section in the PNM template for the service user to complete is contained within a box. This 
THE IMPORTANCE OF BEING HUMANE 
 
 128 
was conceptualised in response to concerns of the SUAG for the need to contain the 
discussion within the practical time to be allowed for the session.  
According to Read and colleagues (2018), 0 to 22% of service users report being 
asked by services about their histories of abuse or trauma, which appears poor practice given 
that research suggests individuals who have experienced physical and/or sexual violence are 
more likely to come into contact with services (Brooker, Toque, Brown, et al., 2016; Read et 
al., 2008). Informed by the aforementioned research and others, including Brooker, Toque, 
Kennedy and colleagues’ Care Programme Approach (2016), this formulation model includes 
this section to explore the past history of the service user and provide an opportunity to 
acknowledge but not focus on their previous experiences, as suggested in the literature 
(Clarke & Wilson, 2009). Although it can logically be anticipated that service users will 
identify negative past experiences, this space encourages acknowledgement of both positive 
and negative historical events.  
 
 7.11.4 Meaning 
This section expands on the question posed by the PTMF (Johnstone et al., 2018), 
“what sense did you make of it?” The inclusion of the meaning section has been heavily 
influenced by the feedback of the SUAG and practitioners regarding the areas of immediate 
concern for stakeholders. It has borrowed heavily from the PTMF (Johnstone et al., 2018), 
which, as alluded to by its name, is focused on exploring a service user’s distress through the 
meaning adopted and created by the service user themselves. The list of possible meanings, 
not to be taken as exhaustive, has been adopted from the PTMF (Johnstone et al., 2018). With 
reference to the suggestion of the SUAG as well as my academic supervision team, the 
addition of possible positive meanings have been included at the top of the list to 
symbolically ensure they are given priority in their consideration.  
 
7.11.5 Threat 
The threat section, which, like the PTMF (Johnstone et al., 2018) expands on the 
question, “how did it affect you?” has been heavily influenced by feedback from the SUAG 
and practitioners, with particular regard to the areas of immediate concern for stakeholders; 
CASIG (Wallace et al., 2001); and the PTMF (Johnstone et al., 2018). The format of the 
wheel draws on Hagan and Smail’s model of power-mapping (1997), and the sections map 
roughly on the general areas identified by those authors, including Containment, Relational, 
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Bodily, Quality of Life, Quality of Treatment, Identity, and Emotional. The refinement of 
these sections was conducted in collaboration with the SUAG, who helped to ground them to 
the specialist ward setting to ensure the model’s relevance to its end users.  
 
7.11.6 Threat Responses 
This section expands on the question posed by the PTMF, “how are you protecting 
yourself?” The inherent message here is that as a consequence and cause of the service user’s 
past experiences, the meaning they draw from them, and how it is affecting them serve to 
influence their behaviour (in clinical language and common parlance, their symptoms). With 
this guiding principle, this behaviour, although it may not currently be adaptive, served an 
adaptive or survival purpose for the service user at some point which may no longer be 
helpful or acceptable to them or others. The template provides examples of threat responses 
and the functions they serve which, by no means exhaustive, provide scaffolding for the idea 
to be conveyed and to assist both the clinical psychologist and service user to begin to 
explore the service user’s behaviour. 
 
7.11.7 Next Steps 
The format of the guided conversation found in the template (see Appendices E and 
F) draws on CASIG (Wallace et al., 2001) in determining whether a particular area is relevant 
for the service user. Following this, the model asks whether they would like to improve this 
area, whether they require assistance to do so, and what resources they have to accomplish 
their goals (Wallace et al., 2001). In response to SUAG and practitioner feedback, the 
discussion surrounding resources available to assist with the realisation of goals may need to 
be directed by the clinician. The format of the guided conversation received positive 
feedback from the SUAG and an instructor from the local Recovery College, where service 
users are encouraged to begin by repetition to identify the resources, they have access to 
around them, including their own personal qualities, and begin to quantify what assistance 
they may require.  
This component of the model was strongly influenced by the SUAG and practitioner 
input as well as the literature on formulation (Bliss, 2014). A common criticism of 
formulation practices appears to be that all too frequently it does not result in concrete 
goalsetting or tasks to effect required change. The identification of goals for both the service 
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user and the team assisting in the achievement of these goals makes the formulation task 
practical.  
 
7.12 PNM Training Development 
The rest of this chapter describes the development and delivery of the training on the 
PNM delivered to Poppy staff. Quantitative data relating to outcomes was collected before 
and after the training but ultimately omitted from the substantive thesis given insufficient 
numbers (see Appendix B for the data).  
In line with the NICE (2014) publication relating to behaviour change, the intent was 
to deliver a ‘very brief’ but intense intervention; a time-limited intervention was also 
necessary given the restraints on time within Poppy ward. The training involved 4 x 1.5-hour 
sessions over the course of 30 days; thus, the total length of the training was 6 hours 
(although as described below, no participants attended all four sessions). This is comparable 
to smaller-scale interventions, such as Shaw and colleagues (2017), who ran a half day of 
advanced formulation training in addition to a half day of basic formulation provided in their 
professional training, although generally training of this nature tends to involve a longer 
commitment, although not excessively so. For example, Buchanan and Shocolinsky-Dwyer 
(2016) offered four sessions of two-and-a-half hours; Casares and Johnstone (2015) offered 
the equivalent of a day. There is some evidence to suggest that longer training sessions may 
not always yield superior results; DeViva (2006) did not find a difference between a three- 
versus 6-hour training session. 
A collaborative approach to training was adopted. Not being experienced in the 
delivery of training, particularly in training practitioners and mental health professionals, I 
approached the training flexibly and was prepared to amend the sessions as they went on 
according to the needs and feedback of the attendees. This also aligns with NICE general 
guidelines on behaviour change (2007), which advise that interventions should “take account 
of the social, environmental and economic context of behaviours” (2.5 section) to effectively 
deliver results.  
The training was amended according to expressed needs as it progressed. For 
example, one staff member suggested seeing a completed example of the PNM with a 
hypothetical service user in mind; this was shared in the final training session. 
NICE (2007) advise to employ a range of behaviour change methods and approaches, 
according to the best available evidence. Although it was beyond the scope of this research to 
conduct audits and provide feedback per a Cochrane review (Ivers et al., 2012), empirical 
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research relating to training mental health professionals on psychosocial interventions 
demonstrate efficacy using multimodal approaches (Herschell et al., 2010; Ravitz et al., 
2014). Ivey (2006) also provided a description of the best practice of teaching psychological 
formulation. Findings from these studies recommended the use of multimodal, interactive 
lesson plans with simulations, role-play, observation, and feedback along with reflective 
discussions and printed materials. Therefore, the intervention consisted of four PowerPoint 
presentations interspersed with videos, roleplay activities, and prompts for discussion. The 
training was intended to facilitate a collaborative exploration between the staff and myself of 
how the Model could be applied to practices on the ward. Opportunities to practice using the 
Model were also built into sessions. Finally, as indicated from the findings of Giguère and 
colleagues’ 2012 Cochrane review and its moderate impact on positive results, between-
session assignments (‘homework’) combined with interactive lessons was also recommended 
to participants.  
The content of the training sessions was modelled on other theses (Maclean, 2013; 
Richmond, 2014; Tudor, 2014) given their extensive explanations and their provision of an 
indication of realistic pace and scope of topic.  
Besides conveying knowledge of the PNM to participants, the training overall was 
intended to instil a positive attitude towards the PNM and its potential to improve service 
user and staff outcomes, as well as enhance staffs’ sense of self-efficacy, both recommended 
by NICE (2007) to effect behavioural change.  
 
7.13 Training Itinerary 
Table 7.2 provides a summary of the training itinerary.  
 
Table 7.2  
Staff Training Itinerary 
Pre-
workshop 
Baseline measures taken (questionnaires and formulation evaluation). 
Session 1 
  Introduction, setting the scene.  
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Session 1.1 Highlight opportunities within the service. 
Session 1.2 Introduction to the PNM; model and research development process, resources. 
Session 1.3 Discussion: Compatibilities and tensions between DBT and PNM. 
Session 2 
Session 2.1 Review of the PNM. 
Session 2.2 Discussion: Application of the PNM. 
Session 2.3 Example PNM: watch a short video of a service user and in pairs, role play the 
service-user and the clinician using the PNM. 
Session 2.4 Discussion: Experience of applying the PNM. 
Session 2.5 Formulation: good practice. 
Session 3 
Session 3.1 Review of the PNM. 
Session 3.2 Activity: identify a service user who can be role-played; explore the ways 
forward section of the PNM. 
Session 3.3 Collaboration and service-user involvement. 
Session 3.4 Enablers and Barriers to implementing the PNM. 
Session 3.5 Discussion: what are some enablers and barriers relating to formulation 
practices? 
Session 4 
Session 4.1 Review of PNM. 
Session 4.2 Example PNM. 
Post-
workshop 
Formulation evaluation to be conducted with staff. Formulations based on a 
sample vignette. 
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Session 1 involved introducing the topic of formulation, the PNM and its 
development process. The session concluded with a discussion of the similarities and 
differences between the Model and the ward’s current practices.  
Session 2 began with a review of the PNM, followed by a discussion of its 
application. Staff then viewed a short YouTube video of a service user explaining her history 
and experience of her mental health difficulties which was followed by an activity in which 
they were to roleplay the service user and a clinician, using the PNM. There was then a 
discussion regarding staff experiences of applying the PNM, followed by a review of good 
practice guidelines.  
Session 3 was co-facilitated alongside one of my academic supervisors, Dr Jonathan 
Totman, a clinical psychologist. This session again began with a review of the PNM, 
followed by an activity for staff to form pairs and identify a service user to be roleplayed 
(whilst observing confidentiality rules) to simulate completing the ‘Ways Forward’ section of 
the PNM. I then offered suggestions and techniques explored in the literature relating to 
meaningful service-user involvement in the development of a formulation. This was opened 
up for discussion with the group. I then introduced the enablers and barriers of formulation 
practices found in the literature, followed by another facilitated discussion with the group 
relating to possible barriers and enablers that may facilitate or impede the application of the 
PNM.  
Session 4 was a review of the PNM followed by an example of a completed PNM 
based on a real person (Judy Garland) facilitated by me.  
 
7.14 Delivering the Training 
In line with the recommendations of Forsetlund and colleagues (2009), times of day 
for the training to take place were identified in collaboration with the ward manager. These 
included times when handovers or staff educational meetings took place to ensure the 
maximum availability of possible attendees.  
 
7.14.1 Preparation for the Training 
At earlier stages of the planning process, I intended to include a co-facilitator, a 
trainer from the local Recovery College, in training delivery. This was not possible as the 
trainer who was initially approached was unavailable. I anticipated approximately 10 staff 
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members would attend each training session based on the number of individuals who had 
signed up to the research at the staff recruitment meeting.  
 
7.14.2 Attendance at the Training 
Seven staff attended the first training session, 6 attended the second, 5 attended the 
third and 7 attended the last. Issues were encountered with staff’s ability to recurrently attend 
the sessions. No staff members attended all four training sessions. Three staff members 
attended three sessions each and three staff members attended two sessions each. The 
remaining ten staff members attended one-off sessions.  
 
7.14.3 Training Delivery Challenges 
Many of the training delivery challenges occurred due to the ward environment, 
limited availabilities of free staff, inconsistent rota, and other commitments on the ward 
including handovers, ward reviews, therapy sessions, and other requirements. The nature of 
the staff rota and the logistical difficulty of training all staff was not accounted for despite 
Buchanan and Shocolinskiy-Dwyer’s (2016) advice to do so. 
The inconsistent numbers of attendees, although exaggerated in this case, may 
nonetheless align somewhat with that reported in the literature. Given that Brown and 
colleagues (2018) lost approximately 30% of their sample to attrition, and a 70% attendance 
rate reported per topic was reported by Buchanan and Shocolinsky-Dwyer (2016), this 
perhaps locates the challenges faced by this research within the reality of difficulties 
engaging busy professionals who work in demanding and unpredictable settings.  
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8. Chapter 8 Staff Focus Group 
8.1 Chapter Overview 
This chapter reports the findings of the Poppy focus group introduced in Section 3.4.2.1. 
The focus group took place 30 days following the staff training on the PNM. The aim of the 
present phase was to investigate the perceived acceptability, adoption, and appropriateness 
(Peters et al., 2013) of the Model and its application within Poppy using a variation of an 
implementation research design. Specifically, this focus group was conducted to understand 
staff experiences of 1) Poppy ward using a focus group methodology to enhance the richness 
of data (Lambert & Loiselle, 2007) as well as 2) their experiences of the staff training on the 
PNM as well as its implementation within their everyday practices. 
The third research aim directed this phase of the research to explore the acceptability of 
the PNM in a specialist inpatient context. The fourth question is addressed.  
 
4. What are specialist inpatient staff views of the PNM and its acceptability? What are 
the enablers and barriers? 
8.2 Study Design 
8.2.1 Context 
As described in Chapter 1, this research took place at Poppy ward, a specialist ward 




The rationale for undertaking a focus group is provided in greater detail in Section 
3.4.2.1. However, for the purpose of re-contextualising the present study, a focus group 
method was chosen due to the research questions relating to staff sharing and comparing their 
perspectives as well as the generation of ideas relating to the Model and its implementation 
(Breen, 2006). 
The interview schedule was developed in reference to the literature and in reference to 
the results of the staff and service user interviews described in Chapters 5 and 6.  
The resulting questions related to the following topics: 1) views about what, if 
anything, supported staff to implement what they had learned from the training to their 
practice as well any barriers encountered; 2) what they would change about the care-planning 
process; 3) whether they felt training on the PNM impacted their perception of service users; 
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After I verbally explained the Participant Information Sheet for the benefit of the 
members of staff who had not attended previous phases of the research and collected the 
signed informed consent forms, the focus group took place in a private meeting room off the 
ward where few disturbances were likely to occur. The conversation was audio-recorded 
using a password-protected device. The focus group was 50 minutes in length. A handout 
including a diagram of the PNM was distributed, particularly for the benefit of those staff 
who had not attended previous stages of the research.  
 
8.2.4 Participants 
Although staff who had participated in the training were invited to attend the focus 
group, a mixture of attendees attended (n = 7), two of whom had not participated in the 
training sessions (n = 2). For pragmatic reasons, including what was already a low number of 
participants, the decision was made at the time of the interview to allow all interested staff 
members to attend. One benefit of this decision was the offering of a possibility for the 
combination of generic feedback related to implementation of the PNM alongside that 
tailored to the PNM training could result in a richer conversation. In line with Terry and 
colleagues (2017), the number of participants who participated in the focus group exceeded 4 
but did not exceed 8; in conflict with Terry and colleagues’ recommendations (2017), only 
one focus group was performed rather than the 3-6 advised for a PhD project.  
 
8.2.5 Ethical Considerations 
Details relating to data storage and information security mirror those described in full 
in Section 3.7. At the time of transcription, all identifying information was removed or 
anonymised. All data has been kept confidential.  
Mirroring the ethical considerations relating to staff participants described in Section 
5.3.3, ethical concerns were identified, and a solution was identified as a condition of REC 
ethical approval. See Chapter 3 for further details.  
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8.2.6 Strategy for Data Analysis 
The same rationale to use RTA (Braun & Clarke, 2006), described in detail in Chapter 
3 and implemented in Chapters 5 and 6, applies to the following approach. Research notes 
taken throughout the training sessions described in Chapter 6 were also included in the 
analysis. Again, aligning with the earlier empirical chapters as well as the wider PhD project, 
the theoretical lens used for this study was a critical realist framework. The same 
transcription process described in Section 5.3.4 was undertaken.   
 
8.2.7 Procedures for Assessing Reliability and Validity of the Analysis 
The steps taken to assess and ensure the quality of this analysis parallels those taken 
in Chapter 5, including consulting with Poppy ward in June 2020, when positive feedback 
was received relating to the themes identified. The advantage of the focus group taking place 
following both the interviews and the training sessions was that I had interacted with most 
participants beforehand, which assisted in the development of rapport (Tarran-Jones et al., 
2019) and is hoped to have enhanced the willingness and comfort of participants to volunteer 
honest, rich, and more nuanced responses.  
 
8.2.8 Demographics 
Four females and two male staff members took part in the research; one set of 
demographics is missing. The average age of participants was 39.5 with a range of 25 to 52. 
Years of training averaged 5.6, ranging from 2 to 17 years, and clinical work experience 
averaged 8.06 years with a range of .25 to 13 years. Participants had spent an average of 4.47 
years in their current role (range of .25 to 12 years) and an average of 2.3 years working at 
Poppy (range of .25 to 6.17 years). A range of professionals attended, including a clinical 
nurse specialist; 3 nurses; 1 HCA; and an occupational therapist. The length of clinical work 
experience ranged from 3 months to 13 years.  
 
8.3 Results 
An RTA (Braun & Clarke, 2006) was performed on the focus group transcripts. Four 
themes were developed from the data: (a) Strings left untied; (b) Meet staff where they are at; 
(c) PNM could add meaning and coherence; and (d) The proof of the pudding is in the eating 
(see Table 8.1).  
 




Summary of Staff Focus Group Themes 
Theme Subtheme 
Strings left untied Concern around logistics 
 Concern around risk 
 Concern around SDM with the PNM 
 Perceived or real role delineation around 
formulation 
Meet staff where they are at Involvement as ‘food for thought’ 
 Building on and supporting current practices 
 The importance of being accessible 
PNM could add meaning and coherence Care-planning feels divorced from other 
practices 
 PNM could be helpful for care-planning 
 Meaning and narrative could be helpful 
additions 
 DBT formulation is limited 
The proof of the pudding is in the eating Benefits over time 
 Multimodal implementation required 
 Ongoing support and maintenance  
 
8.3.1 Strings Left Untied 
The first theme, ‘strings left untied’ describes the areas left unresolved, expressed by 
focus group participants as needing to be addressed to apply the PNM to this particular 
setting. As the staff training was designed facilitate a collaboration between me and ward 
staff and the Model’s implementation left to be taken up by the ward to implement, it was 
learned at the focus group that for the most part, the PNM had not been taken up within the 
service.  
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8.3.1.1 Concern around Logistics. Staff felt that logistically, the training may have 
had a more meaningful impact had it been possible for the whole staff team to have attended. 
As it was, only a subset of staff was able to attend, the majority being at one-off stages and 
reflecting the rota-based ward schedule as well as the demands of providing adequate 
coverage to the ‘ward floor’. As stated by Brandon, “I suppose it would be nice to have that 
for the whole team […] Um, and I think it could well have done then, if you see what I 
mean?” 
Another discussion was around who would best be placed to deliver the PNM. As one 
participant (Sydney) highlighted, the MDT have various responsibilities and specialities, 
making the question of who is best placed to conduct the meeting uncertain: 
 
I guess I was wondering who would be-who would be doing this with an individual? 
Would it be, you know, there’s a lot of staff; there’s a lot of bother. So how you find 
one person, would it be the primary nurse or how would that-how-how would that 
work? […] Sort of gather-gather all of these information […] Because you’ve got the 
DBT therapist, who’s going to be thinking about something, and then you’ve got a 
nurse. Um, you’ve got myself as an OT and then, you know, in theory a psychologist 
at some point. (Sydney) 
  
In alignment with my intention to approach both the training and its application as a 
collaboration between myself and the staff as well as the intent of services to support the 
development of service user independence (DoH, 2015), another member of staff suggested 
the service user perform a majority of the work on the PNM.  
 
Brandon: “It comes with DBT, doesn’t it, that structure.” 
Sydney: “Okay.” 
Brandon: “Um, and collaborating in structures, and I don’t see why service-users 
don’t do a majority of that work over time […] They’ve got a year. […] I suppose-I 
suppose the main nurse can do it over, I mean, once every four weeks.” 
Sydney: “Yeah.” 
Brandon: “I mean, just to really focus […] Um, I’m not sure, really, I sort of hadn’t 
thought about that, to be honest. […] I suppose-I was saying, yeah, and the 
practicalities.” 
Sydney: “Yeah.” 
Brandon: “Um, I suppose that says more about me, doesn’t it? So, I suppose that 
would be, wouldn’t it? There’s no reason why several nurses couldn’t work on it, I 
suppose.” 
Sydney: “No, I guess it’s just that taking the lead. I like the ide-I’m more like the idea 
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Sydney: “I guess one person overseeing it, but actually if it was broken down for the 
individual to sort of be encouraged to think about [it].” 
 
The idea of a service user taking ownership of their own narrative is one of the 
intentions of the PTMF, as is its use by laymen, by peer support groups, as well as by 
professionals; this follows the assumption that mental difficulties are not always best treated 
by ‘professionals’ and that social connection, purpose, and meaning are important in recovery 
(Shanks et al., 2013). In this view, ideological power thus may be transferred back to the 
individual building their own narrative, allowing them to assign their own meaning and 
describe their own understanding of the impact of their life’s events and how they have coped 
with them.  
 
8.3.1.2 Concern Around Risk. Another area of uncertainty expressed by members of 
the focus group was around risk and its containment while implementing the PNM. Whilst 
the ward advocates for PRT (described in Chapter 1), particularly in inpatient services and 
given the culture that exists in mental health services, preoccupation with risk is perhaps 
unavoidable. A particular concern raised with regards to the PNM was the potential for a 
conversation around ‘what’s happened to you’? to potentially be triggering and open up a 
discussion that a staff member may not be safe to contain: 
 
Sydney: “I guess I’m just thinking about the past experiences and how-how-how 
much detail would that involve, because that could fall into trauma.” 
Researcher: “Mhm.” 
Sydney: “Work and –“ 
Brandon: “Mm.” 
Sydney: “I guess it’s-you know, it’s between ‘mum did this’ and, you know, a 
detailed account of other events, so I wonder how you-then-I guess it’s between 
caring—" 
Brandon: “Yeah.” 
Sydney: “You know, you can open up, then, very, very troubling experiences, though 
I guess it would just be how to-because I saw this, and I thought, wow, that, you 
know-we’ve got some individuals here with some really horrific experiences.” 
Researcher: “Mhm.” 
Sydney: “So, it’s how to contain that and manage it and sort of-it might just be a 
question for me, and thinking about the clinical confidence of people doing work, it’s 
what to do with what could come out of that discussion.” 
 
This concern around the possibility of bringing up trauma due to fears of possibly 
worsening the mental health of a service user or being unable to manage distress can perhaps 
partially explain why many service users indicate they are not asked about what has 
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happened to them in services (Xiao et al., 2016). These fears may be symptomatic of a deeper 
issue within health services: the focus on accountability, liability, the fear of stepping outside 
the prescribed rules which are thought to take priority over the needs of service users (Felton 
et al., 2018).  
 
8.3.1.3 Concern Around SDM with the PNM. Another area of unresolve brought up 
in the training sessions as well as in the focus group was how to manage a difference of 
opinion between service users and staff while constructing the narrative collaboratively. 
Perhaps because the training emphasised both parties’ contributions being weighted equally, 
one staff member highlighted the possible challenge in addressing what staff perceive as 
problematic behaviour when this perception is not shared by the service user.  
 
Madison: “One of the interesting things is it’s the same […] I’m just thinking that this 
paper kind of […] things like meaning of those. How it affects them. It would be 
interesting to see what that particular-because that could be from a […] sometimes 
you see things that they don’t see.” 
Sydney: “Mm.” 
Madison: “[…] knowledge, or they think are justified behaviours. How do you 
challenge those? You know, they’re yeah. […] what they should put in a given… 
what they should put in it.” 
 
This accords with one of the points raised in the training session Dr Totman attended, 
when the question of ‘evidence’ or ‘truth’ was discussed. One staff member described a 
hypothetical scenario where a service user claims a history of events that are not evidenced in 
case notes or by outside support, or where the experiences they describe are so outlandish as 
to be unbelievable. Dr Totman directed the conversation back to the importance of 
acknowledging and respecting the service user’s truth, and through the lens of one of the 
PTMF, that their set of beliefs serves a survival purpose for the service user that may or may 
not be challenged in the course of treatment. 
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8.3.1.4 Perceived or Real Role Delineation around Formulation. The next area of 
unresolve was a perception of psychological formulation as a practice outside of nurses’ 
remit, either being a psychology-exclusive practice or simply unfamiliar. This is a sentiment 
expressed in the literature (Grant, 2015), some speculating the medical model pervasive in 
mental health nursing leads to a lack of awareness of more psychosocially based 
understandings of mental health. As stated by Brandon, “I think ‘cause formulation’s still-it 
doesn’t really seem to be nurses’ […] [not sure if comfortable] With any of it.” 
This perceived misalignment was hypothesized as a cultural or educationally based 
practice, maintained through traditional role division.  
 
Brandon: “I wonder if it’s a professional-in nursing, anyway-a professional issue 
there, and that’s the […] plan. I mean nursing’s very much set up, isn’t it, from start 
to finish.” 
Researcher: “Right.” 
Brandon: Um, now I wonder if that-that would be an issue, if you see what I-and that 
language-that nursing language might be an issue. 
 
There has been a rising movement to implement formulation practices across mental 
health professions, however (Skills for Health & HEE, 2017). As stated by Brandon, “I 
anticipate next year, you can see more nurses […] more engaged in formulation.” 
 
8.3.2 Meet Staff Where They Are At 
‘Meet staff where they’re at,’ captures the perceptions staff had about the training, 
particularly around predicting the course of its implementation given the realities of their 
practice. Much of what I encountered in the setup of the training sessions and in their 
implementation was reiterated by staff. Particular challenges included delivering the training 
to all staff, attendance at consecutive sessions, and for it to be embedded in practice. 
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8.3.2.1 Involvement as ‘Food for Thought.’ The training and Model were viewed as 
more of a thought exercise or ‘food for thought’ as Brandon put it, as opposed to being taken 
on actively in practice. One participant indicated that formulation was too obscure and far 
removed from their usual ways of working and that perhaps the training was ‘too much too 
soon.’ Brandon went on to further imply a lack of meaningful impact of the training and 
Model: “Um, I just suppose that people […] weren’t quite ready to go straight to 
formulation.” 
Introducing psychological formulation to non-psychological multidisciplinary staff 
has been described as largely successful as measured through feedback questionnaires (Jones 
& Annesley, 2019); this poses the question of why the PNM seemingly did not meet the same 
reception. Being guided by a broadly non-diagnostic, socially and psychologically centred 
approach, doubtless there were aspects of the PNM that were challenging to prevailing ways 
of working. It has been noted elsewhere that introducing alternative ways of working that run 
contrary to conventional (medicalised) knowledge, and presumably those based in 
psychology and in the case of the training, using some psychology-centric terminology, may 
not result in immediate uptake (Aherne et al., 2019). ‘Formulation’ itself is often perceived as 
an inaccessible term and the SUAG discouraged its use as much as possible in participant-
facing material, advising its replacement with a description instead.  
Despite the perception of the training perhaps being too much too soon to be applied, 
there was an expressed appreciation in participating in the training and research overall in 
terms of exposure to theory. The context in which the research took place and the attendant 
changes to the design meant the training as well as discussions around the implementation of 
the PNM were highly collaborative. I discussed the Model with the participants in some 
depth, explaining its origins and conveying the ability for the Model to support current 
practices as well as address areas they felt could be improved in regard to psychological 
understanding and the improvement of relationships between staff and service users through 
enhanced communication. As Brandon indicated: “I think taking part was really good. I think 
it’s beneficial the team sees something in development and get the working background, if 
you see what I mean. And have the opportunity [to be introduced to formulation].” 
Although the overall indication that the training was not generally viewed seriously, 
one staff member did indicate they intended to apply it to their practice: 
 
Um, I’m looking at possibly using this with some of our new patients. […] Um, but I-
there’s so much to do when they come on the ward, it’s a lot. [….] I can imagine 
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doing all that. That’s been in the back of my mind. Thinking a lot about this a little 
[…] It’s definitely there. […] I’ve thought about it. (Luis) 
 
The participant mentioning competing priorities and feeling overwhelmed by existing 
and mandatory paperwork was echoed by another participants as barriers to the 
implementation of the PNM within the ward as routine duties leave little room for anything 
else. For example, according to Brandon, “I suppose thinking about it, really, because we’ve 
got [laughs] quite a range of paperwork we’ve got to do already.” 
This feeling of overwork and having limited time for else but strict professional 
requirements and the essential running of the ward is commonly observed amongst NHS 
staff.  
 
8.3.2.2 Building On and Supporting Current Practices. In the training, it was 
decided beforehand to emphasise that the Model was intended to support existing practice as 
far as possible, to acknowledge where things already worked well but also to suggest ways to 
support and enhance practice. The former was particularly important, so as not to come 
across as suggesting current practices were not functioning, and it was important to align with 
the ward’s existing treatment model, DBT, which staff indicated they were happy with. For 
example, according to Sydney, “I like it that DBT’s very problem-solving, sort of-okay, 
we’ve just got to move on. But I think some [pause] some individuals are fine with that.”  
It was equally important to identify current practices that bore a resemblance to the 
PNM to provide scaffolding for an understanding of how it may function in the daily running 
of the ward: Sydney: “And that’s how-that’s how I sort of take formulation like that before 
that. […] And I-I think […]” Brandon: “I suppose the closest we get to case formulation 
would be clinical discussion.” Sydney: “Was literally just thinking that.” 
Again, the topic of risk was raised, this time relating to the potential for supporting 
staff to think about risk. Supporting staff in this is particularly important given Poppy ward’s 
PRT orientation in the context of a specialist ward for service users with a diagnosis of BPD. 
Individuals with this diagnosis may have a history or tendency to cope using self-harm 
(Gunderson, 2009), which in the eyes of the NHS, makes them ‘higher risk’ as staff decision-
making around self-harm may lead to a higher level of perceived culpability should there be 
serious injury or other consequences of self-harming behaviour. As one participant indicated: 
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And that bit for me – I wouldn’t mind thinking ultimately, you know, one for this 
area; one of these fears that people have with clients who are very risky; you can then 
use in a kind of-to help think about moving forward. Like you know, maybe what is 
this person’s risk likely to be or how do you protect from future-because in a way this 
being really valuable because it tells you enough to feel confident in how we’re 
working with that individual because you’ve sat down, you’ve done, you know. 
When-when someone engages in it with you, then […] you know, when it comes 
back, it’s all about, ‘did I predict it?’ (Sydney) 
 
There was a suggestion the PNM could potentially assist to support PRT by bolstering 
staff understanding of service users and thereby feeling more comfortable with decision-
making.  
 
Sydney: “Formulating is done and this is how you’d use it. So yeah, it’s that kind of 
power: we use it to help working with this type of client group; how can it make us 
feel more confident taking such big risks and that kind of thing. […]I  think, um, if we 
could use it in that way, I think that would be really helpful –” 
Brandon: “Mhm.” 
Sydney: “To start, because, you know, one of the biggest difficulties in this is that 
positive risk-taking and confidence thing: feeling confident in it. […] And so I’d need 
to be showing the thought that’s gone into it and that could potentially be really 
helpful.” 
Brandon: “And I think it takes some of the guess work out of it.” 
Sydney: “Yeah, exactly.” 
Brandon: “Isn’t it? So if you’ve got a difficult –” 
Sydney: “Yeah.” 
Brandon: “Person to potential litigation which is any time […] It would take some of 
the guess work out of-you feel like you’re guessing any time you do a risk-assessment 
[…] Effectively you are, aren’t you?” 
Sydney: “But it helps a little bit if you’ve got a document saying this is the pattern; 
these are the behaviours […] This is what we see regularly.” 
Brandon: “And in this situation that then frees the service-user […]” 
Sydney: “Yeah.” 
  
As Sydney indicated, PRT may be a difficult practice in context despite it being 
advocated within the ward. The ward exists within a wider organizational culture of risk-
averseness and constantly being exposed to potential litigation, as stated by Brandon; PRT 
exposes staff to additional scrutiny and potential legal or other unfavourable consequences 
(Robertson & Collinson, 2001). The PNM could possibly benefit staff by creating more 
clarity and understanding of why particular decisions could help or harm a service user. This 
discussion highlights that PRT involves considering the risk posed to both service users and 
staff and that within the current climate of risk-averseness, staff require support to feel safer 
and more comfortable in riskier decision-making.  




8.3.2.3 The Importance of Being Accessible. Staff discussed the importance of 
practices such as the PNM being accessible: something all staff could be comfortable doing 
and contributing to. For staff who participated in the focus group, this was seen as necessary 
for the formulation process.  
 
Brandon: “I think for it to work, the whole team would need to be aware, wouldn’t 
they?” 
Researcher: “Right.” 
Brandon: “For it to function and be effective.” 
Sydney: “I think-like [Alexis], I think when you’re on a weekend and you’re out with 
an individual, you could get information that none of us get on a weekly basis-you 
could get–” 
Alexis: “Yeah, you spend more time with them.” 
Sydney: “You know, people talk to you probably about things they wouldn’t talk to 
anyone else about and you would have so much-particularly about the meaning thing; 
I think, you know, everyone would, I think, bring useful information to –” 
Alexis: “Yeah.” 
Sydney: “Something like this.” 
Alexis: “Yeah, when you’re with someone for a longer period of time, things just 
come out without them even meaning to say it [general group murmuring in 
agreement].” 
Alexis: “So I guess if you knew about that, then yeah. It would be good if everyone 
kind of had a little bit of input.” 
Sydney: “Mm.” 
Alexis: “And then it was all put together.” 
 
One staff member suggested the usefulness of similar group discussion frameworks, 
such as Historical Clinical and Risk Management (HCR-20; Douglas & Reeves, 2010), in 
which all staff contribute, suggesting the PNM could operate in a functionally similar way.  
 
Situation, yeah, we can bring it all down to situation. Um, but it’s a-it’s everyone does 
it together; it’s a big group discussion and everyone puts their stuff in and that would 
be, um, it would be useful to do. And-and-and I feel like we-I think it would be […] 
on assignment something that would be useful. […] Us to create something like that 
for the future [pause] […] Yeah, but just would be nice to, ‘this guides our case 
discussion quite nicely. (Sydney) 
 
There was a shared feeling that all members of the MDT, given their individual 
experiences, professional background, and relationship with service users, have something of 
value to contribute to a formulation and therefore all should be supported to attend. This 
support should possibly extend to training on formulation, not just in terms of familiarisation 
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with the process, but with confidence possibly being key given there is evidence showing that 
even for novice clinicians, who have ostensibly been taught formulation principles, reported 
confidence levels are low (Kendjelic & Eells, 2007).  
 
Sydney: “Definitely been-I wasn’t at the training-but there is a space to create 
formulations within DBT and people have been quite, um, sort of apprehensive about 
doing it. I think there just isn’t that-just that experience of doing a formulation and 
viewing a formulation. […] It sounds very, um […] You know, it’s a very 
psychological term, so […] So, whereas actually, I think everyone has the skills to do 
their formulation, to […] complete a formulation, so just I guess a-um, a lot of 
guidance, I guess, isn’t it? […] In the beginning, just to get confident doing it and 
know they’re doing the right thing and the information they’re gathering and just 
being right and confident in their own, because –” 
Brandon: “Yeah.” 
Sydney: “Sometimes there’s not that much confidence in then-you know, we often 
hear, you know, you can see the information on RIO. But it’s not about just the facts, 
it’s about what are you taking from that and what is your professional opinion. Um, 
I’m not sure we’re encouraged to do that, you know.” 
 
8.3.3 PNM could Add Narrative, Meaning and Coherence 
One of the themes developed regarding a potential benefit of PNM was that it could 
add meaning and coherence to practices on the ward. One area staff suggested does not 
currently reflect their standards when it comes to person-centred practices was care-planning.  
 
8.3.3.1 Care-Planning Feels Divorced from Other Practices. There was a 
suggestion the current care-planning process seemed to be divorced from other practices. One 
staff member suggested this may be a common experience across inpatient wards.  
 
Madison: “I do remember asking in a meeting once [at another ward], whether 
patients ought to be considered in preparation for their ward round, if the meeting 
ward round—" 
Brandon: “Yeah.” 
Madison: “Should be considered in care-planning and the progress they’re making. 
Everyone looked at me as if I were completely off my head. [someone laughs] And 
not just patients, the staff as well.” 
Brandon: “Mm.” 
Madison: “And it seems to be completely divorced from [practice]. […] There must 
be obligations, right, they don’t really guide our days. Not in our case.” 
Brandon. “No.” 
Madison: “I mean, I’d likely know what’s in most people’s care plans, but they’re all 
quite similar. Um, but they don’t really guide the work that we’re doing.” 
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Participants’ expressed feelings of frustration at what are viewed as bureaucratic 
procedures, including the care-planning process, align with the themes identified in Chapter 
5. One participant suggested the care-planning process is so unrepresentative of their usual 
work that they feel ashamed to share them with other teams.  
 
Sydney: “I get really-when another organization asks for a copy of a care plan, and 
there’s like, this is not doing us any justice, this copy […] it’s-it tells you nothing 
about-of value about the individual and I-I hate sending-I hate forwarding it to a, you 
know, community, social work whatever, I find it embarrassing. I just think it-it’s –” 
Brandon: “Yeah.” 
Sydney: “Maybe they’re useful, you know, and the risk-assessment again, it’s not-we 
don’t have-it’s not […] anything to do with the purpose of filling it-it’s a way of […] 
it’s not –”  
Madison: “And they feel comfortable […]. Patients will come to ward rounds and say, 
you know, I want this […] and I think, that’s not even mentioned in your care plan. 
[murmurs of agreement] So why are even they not making the connection between 
what they’re trying to achieve while they’re on the ward and –” 
Brandon: “Mm.”  




Interestingly, these feelings of doubt and frustration regarding the quality of care 
plans were largely unshared by the service users interviewed at an earlier phase of this 
research, who seemed to find fault with care-planning infrequency, not its quality. This is 
perhaps evidence towards the ‘dodo bird verdict’ (Budd & Hughes, 2009), the argument that 
it is the common features between treatment modalities or practices that effect recovery or 
improvement in service users, as opposed to the particular effect (specific factors) of any one 
model or theory (e.g., CBT, DBT, etc.). Arguably, the therapeutic relationship, empathy, and 
warmth (Lambert & Barley, 2001) are responsible for service user satisfaction while a 
misalignment with the care-planning process on the part of staff leads to a less favourable 
attitude towards it. 
The care-planning process was viewed by staff as an impersonal process and not 
directly helpful to service users. Brooke: “Mm, yeah, myself doing care-planning – to see 
how that’s helpful to the staff or the patient.” Brandon: “Mm.” Brooke: “It’s literally just a-a 
tick box of just writing.” 
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8.3.3.2 PNM Could be Helpful with Care-Planning. This frustration at what are 
viewed as a ‘tick box’ exercises was thought to provide an opportunity for the PNM to add 
value to the care-planning process. By marrying the two by aligning their aims, the PNM 
would more likely to be prioritised because it would result in the required care plan, but 
would hopefully be a richer, more helpful document as the PNM would promote a deeper 
understanding of the service user and their needs. According to Brandon: “Perhaps in 
teaching it can be looked at how… we, there’s a method potentially of building care planning 
in formulation.” 
Despite the potential benefit of including the care-planning process within the PNM, 
there was a concern that this might, in effect, erode the impact of the PNM and its intent to 
introduce an alternative, more psychosocial and political ways of understanding distress.  
 
There’s a tendency to co-opt things, isn’t there, into current models. So formulation, 
the formulation language to fall out and perhaps not achieve its full potential, if you 
see what I mean? […] So perhaps another form of care-planning rather than a 
formulation. (Brandon) 
 
Concern over the potential for the de-radicalisation and sanitisation of more 
challenging ideas within a wider dominant culture is likely reasonable. Researchers have 
noted this happening (Beresford & Russo, 2016), and is perhaps an expected reaction given 
existing theories related to threat reactions.  
Another potential benefit of the PNM relating to its potential to enhance the care-
planning process was thought to be the increased opportunity to work collaboratively with 
service users, involving them in their care. 
 
As an organization, we’re expected to be done [care-plans] […] In a very, very short 
time, isn’t it? […] And perhaps focusing on this as a model that produces benefits 
over time […] Um, in terms of that as well, you can extend it to further engagement 
with the service-users, isn’t it? (Brandon) 
 
Brandon also suggested the increased contact with service users by way of the routine 
practice of discussing their PNM could, in effect, encourage increased openness: for service 
users to reveal their whole selves, which in earlier phases of interviews with staff indicated is 
not always the case, even by the end of the one-year treatment.  
 
I wonder if opportunities to discuss that might improve that, though. I think a lot of 
the opportunities for some patients is just to circumnavigate and avoid […] Some 
THE IMPORTANCE OF BEING HUMANE 
 
 150 
major sessions […]. Um, and I’m not saying to force them to sit down to write it […] 
But […] develop those lines and […] we might get some of the patients that as well, 
more engaged with it. (Brandon) 
 
8.3.3.3 Meaning and Narrative Could Be Helpful Additions. The major benefit of 
the PNM was thought to be one of its main aims: ensuring personal meaning and narrative 
are represented and considered in the course of service users’ care. There is an increasing 
awareness that although a high proportion of service users, particularly inpatient service 
users, have a history of abuse or trauma (Muskett, 2014), they are rarely asked about their 
history. One participant indicated that opening this conversation is much needed: 
 
Um, I imagine there’s loads of patients who sit on a story wanting to say that, tell that 
[general noises of agreement] permission, even. […] To do so within services. So I 
wonder if it would provide permission to tell their […] Their story. (Brandon) 
 
Although it was acknowledged that DBT as the main treatment within the ward offers 
an approach many find helpful, there was a feeling that some service users could benefit from 
the addition of an exploration of previous experiences and a deeper understanding of their 
trajectory: 
 
Sydney: “I like it that DBT’s very problem-solving, sort of-okay, we’ve just got to 
move on. But I think some… some individuals are fine with that, but I think some 
people feel, um, a bit like, well I-I need to think about this. I need to think about my 
past as well and it is-um, yeah, I can see that-I can see it being helpful to think 
through it. And it’s quite empowering, isn’t it? Of course I’m where I am, because of 
this.” [Gestures to PNM handout.] 
Brandon: “And it be-so one of the things DBT does is-it doesn’t really give the power 
to the individual at the end of therapy, at the start, or midway through. If there’s a 
way of doing that, I don’t know.” 
Madison: “Being able to recognise and recognise and bring that again.” 
Sydney: “Mm.” 
Madison: “You know, because it’s really helpful […]. I think of it all the time. We all 
do it, don’t we? It’s the record we put on automatically to challenge in order to not to 
everything that we’ve done.” 
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8.3.3.4 DBT Formulation is Limited. While on the whole, staff reported positive 
regard for DBT, the focus of DBT on the present and future was thought to sometimes 
impede progress by obscuring the reasons behind a person’s reactions to the events of their 
lives, how they dealt with them, and their current position. As Sydney indicated, having 
reasons for how a person came to be may be empowering, and goes beyond the tautological 
explanation provided by, for example, diagnosis.  
 
Sydney: “Because DBT it’s more about moving forward, isn’t it? Whereas this, you 
know, looking back and thinking about why, um, which can be very helpful, can’t it?” 
Brandon: “Yeah.” 
Sydney: “You know, to look back at your past, what led you to get to this point.” 
Brandon: “Yeah, the patients expect it, don’t they, I think? Some of them are quite 
struck by DBT saying it’s today forward.” 
Madison: “They’re not really sure what they-how their personal narrative has come 
about, and I think that’s a problem.” 
Sydney: “Mhm.” 
Madison: “And therefore, because of that, they don’t have a good understanding of 
their past […] from that problem behaviour. And we could work from here and move 
forward, but I think sometimes it’s about letting them know about.” 
[indistinct, Brandon also speaking] 
Madison: “Letting them know that you’re constantly thinking that you’re no good and 
you’re not part of the group or whatever –” 
Brandon: “Yeah.” 
Madison: “If they’re not aware of that.” 
Brandon: “Yeah.”  
Madison: “Make them aware of that. Because they could find it useful, couldn’t 
they?” 
Sydney: “Mm.” 
Brandon: “I think DBT glosses over personal narrative, doesn’t it?” 
Madison: “Yeah, definitely.” 
Brandon: “I think narrative’s really important for the person understanding why they 
are where they are, isn’t it?” 
 
One member of staff articulated the difficulty participants in the staff training 
anticipated regarding service users being asked to recall historical events in their lives; 
however, this was viewed as a necessary process. Although the ‘need’ to explore historical 
traumas is debated in the literature and by clinicians, no doubt the option to do so would be 
valuable to those service users wish it.  
 
It’s quite [difficult to] make it more personal, whereas this one, I can see-see it being 
quite difficult for the patient initially, but I think as kind of a new member of staff, 
you’ve got to look at the past, how you’ve turned up the way you are now as well as 
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working extra, extra hard to improve the future. […] So, and, um, looking at the 
Model, I think that look quite clear. […] I think that looks quite-quite nice. (Brooke) 
 
The emphasis on meaning was predicted to be helpful to keep in mind when working 
with service users. Some staff indicated they may already be working this way, particularly 
when focusing not on particular historical events in service users’ lives but instead on how 
this affected them and the messages they internalised about the world, themselves, and 
others. As the value of the PNM for this particular ward was to acknowledge and support the 
practices staff are satisfied with and align with a more recovery-focussed agenda, this was a 
heartening comment.  
 
Madison: “In DBT one-to-one we do the planner, don’t we? [Murmur of agreement]  
Brandon: […] and we don’t really spend time thinking about [pause] this bit 
[indicating to handout of PNM] how we [understand the service user] [murmurs of 
agreement] So the meaning they’ve got out of it, what they’ve taken from it.” 
Sydney: “The meaning and the-the effect, yeah. So I like that that box is, you know, 
in the side-line.” 
Madison: “Mm.” 
Sydney: “It’s not so much about past experiences, it’s not necessarily about what you 
want to know, it’s just about the meaning that you’ve taken –” 
Brandon: “Mm.” 
Sydney: “From past experiences, that’s what-that’s what’s important. Um.” 
Madison: “Yeah, because I don’t particularly-I-I just naturally think I talk to people 
like that, like you’ve told me past things have happened.” 
Sydney and Brandon: “Mm.” 
Madison: “So this is how you feel about yourself; this is so, can you […] your belief 
in this situation is that you need to challenge them because you said yourself that 
you’re waiting.”  
Sydney: “Yeah, it’s just that –” 
Madison: “As a prompt or reminder of that whole dialogue.” 
Sydney: “Yeah, we all kind of do it.” 
Madison: “Yeah […] One of the interesting things is it’s the same [thing] I’m just 
thinking that this paper kind of […] things like meaning of those. How it affects 
them.” 
 
8.3.4 The Proof of the Pudding Is In the Eating 
Participants indicated that to fully align themselves with the PNM and be willing to 
implement it within everyday practice, they needed to observe its efficacy; to introduce it to 
service users and get their impressions; and for there to be concrete plans in place to ensure 
all staff were familiar and comfortable with its application.  
As stated by Sydney: 
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Yeah, I just think it would all just be important once we’ve done it, once we’re doing 
it. People are more likely to do it if they see the value […] See how it’s being used 
and why it’s helpful. (Sydney) 
 
8.3.4.1 Benefits over Time. There was an acknowledgement the PNM may need to 
be developed over a long period of time to ensure adequate information gathering.  
 
Sydney: “I think it’s something I think-like you were saying, Brandon-it would have 
to be something to not have too short a time limit on.” 
Brandon: “Yeah.” 
Sydney: “Information to gather over a period of time. If you think, you know, some of 
the outcome measures that we do-I know I-I think my ones are not very informed 
because I just know I’ve got to do them within X amount of time. Whereas, you 
know, you know, it could actually take six months to-to gather effectively. […] 
Thinking about what [we] ought to have done by.” 
 
Staff reported there would be a need to market the PNM as a process that does not 
deliver quick results, particularly in the context of the NHS, where timely services and results 
are the benchmark. As stated by Brandon, “As an organization, we’re expected to be done in 
[..] In a very, very short time, isn’t it? […] And perhaps focusing on this as a model that 
produces benefits over time [would help].” 
 
8.3.4.2 Multimodal Implementation Required. Participants felt they required an 
array of methods to support their learning of the PNM and its principles. This was described 
as learning styles by one participant: 
 
Luis: “It depends on people’s learning styles. [group agreement, Brandon in 
particular] […] Because I’m aware that for me, in theory I can read it, but when it 
comes to actually applying it, I learn better through doing.” 
Sydney: “Doing, yeah.” 
Luis: “So I think that on-the-fly would be better rather an intensive [approach]. 
 
Brandon reinforced this again later in the discussion: “It’s like what [Luis] said, it’s down to 
individual learning style […] Isn’t it? I love a presentation and a video […] And some people 
don’t and don’t learn from that well.” 
Observation and shadowing were also thought to be helpful in receiving immediate 
feedback and bolstering confidence.  
 
Madison: “I think not just-shadowing would be helpful, but I think I-I’d like more of 
a chance because I think […] when I have my first one, I’d have to –” 




Madison: “To be there, to just observe and to help me if I get stuck or if I have-help 
me if I [need it].” 
 
8.3.4.3 Ongoing Support and Maintenance. Ongoing support was also viewed as 
necessary, whether this could take the form of experts based on the ward who could ensure 
fidelity to the PNM and its main messages as well as ensure the whole team received the 
training on its use: 
 
Sydney: “You might need people who are particularly well versed in it [the PNM]–” 
Brandon: “Mm.” 
Sydney: “Who can then catch people who-people that, like, guide and be around, you 
could-you could kind of be here for six months and not get everyone.” 
 
Besides PNM subject experts, the provision of supervision was also predicted to be 
helpful in bolstering staff confidence in their abilities to use the PNM. Stated by Brandon: 
“So I think that’s actually a really valid point that supervision and supports really.” 
Researcher: “Mhm.” Brandon: “And the confidence just to be able to do it, isn’t it, really?” 
 
8.4 Discussion 
The third research aim directed this phase of the research to explore the acceptability of 
the PNM in a specialist inpatient context. The fourth question is addressed.  
 
4. What are specialist inpatient staff views of the PNM and its acceptability? What are 
the enablers and barriers? 
Many of the barriers to the Model having a meaningful impact on everyday practices 
appeared to be logistics: the difficulty for staff to attend the training was expressed to be a 
major barrier. Given the applied and small-scale nature of this research, this particular barrier 
was to be expected, particularly compared to a study by Leamy and colleagues (2014), whose 
research on the implementation of a complex intervention to support recovery entailed a 
much larger-scale and resource intensive intervention and still was largely met with 
resistance. Leamy and colleagues thus (2014) suggested future research first measure 
organisational readiness for change to evaluate the success of implementing complex 
interventions. In this research, focus group participants did not indicate resistance to the PNM 
on principle; rather, they offered solutions and suggested the resources required to effectively 
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embed the PNM, as described in the theme ‘The proof of the pudding is in the eating.’ For 
example, staff indicated a gradual process of demonstrating the benefits of the PNM over 
time; offering more comprehensive and wide-spread training; as well as ongoing support and 
assistance to effectively support its use. Thus, resources and organisational willingness to 
change are likely factors amongst those required for successful implementation.  
Bolstering findings from Chapter 5, staff voiced the possibility for the PNM to add 
value to the care-planning process as well as add meaning and coherence where the DBT 
approach does not. Staff were careful to emphasise that DBT with its focus on the present is 
helpful for many service users as-is and that not all service users may wish to explore their 
experiences through a narrative lens or explore past experiences, nor would this be clinically 
warranted or desirable. In their expressed apprehensions regarding the potential risks of 
introducing the PNM to service users, there is some evidence that staff were likely justified in 
their concern that working with a service user on the PNM could introduce trauma, not just 
given the historical events Sydney anticipated, but the very process of developing a narrative. 
Robertson and colleagues (2020) cautioned the development of narrative may be emotionally 
difficult and advise for its practice to take place within an emotionally supportive 
environment. Thus, potential implementation of the PNM would likely require additional 
steps to emphasise emotional support and validation. Despite the risks introduced by a 
narrative approach and its possible undesirability for some service users, staff indicated a 
subset of service users would benefit from the option to explore their past using a narrative 
approach, whether this is achieved using the PNM or not.  
It is interesting that a significant proportion of the apprehension expressed by staff 
relates to their own comfort in discussing past events or trauma with service users. This 
attitude may somewhat explain the reports of service users not being asked about what has 
happened to them in services, or not being ‘heard’ when this is disclosed (Sweeney & 
Taggart, 2018). It may also explain why, when they are asked, an acknowledgement of the 
impact of these past events does not inform the broader treatment approach (Sweeney & 
Taggart, 2018).  Discomfort in addressing trauma, as indicated in the findings, may be 
explained by an engrained aversion to risk within the NHS (Millar, 1998). 
Similarly, the finding of risk being mentioned in relatively risk-averse ways, 
particularly surrounding the risk of re-traumatising service users by asking about their 
histories (as above) as well as discussion surrounding ‘risky patients’ in a ward advocating 
for PRT and other recovery-oriented practices was surprising. Again, somewhat paradoxical 
to a PRT approach, there was a suggestion the PNM could be employed to assist with 
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bolstering the accuracy of risk assessment, an interest that suggests support for Repper and 
Perkins (2003), claiming that a ‘blame culture’ has led to a level of defensiveness in mental 
health practice and the need to “cover one’s back.” The authors critique the result of this 
phenomenon in that it leads to a perception of professional proficiency is judged according to 
one’s ability to predict risk; however, as stated by Repper and Perkins (2003), the very nature 
of risk is that it is unpredictable.  
This study’s finding of staff dissatisfaction with the care-planning process aligns with 
those expressed by the senior members of staff described in Chapter 5 but oppose those 
expressed by service users in Chapter 6. Within the present focus group study, staff indicate a 
disconnect between existing care plans and service users’ expressed preferences, which 
aligns with existing research (Sainsbury Centre for Mental Health, 1998); the noted 
substandard relevance of care-planning in mental health has been linked to the rampant 
bureaucracy, paperwork, and overburdening of staff time and resources was made by 
Drummond and Simpson (2017) and links with findings from the present study’s findings 
with staff reporting being at capacity in regards to paperwork and other duties.  
That staff perceive within their current practices a decontextualised and unhelpful care-
planning process while service users report finding it helpful is one not previously reported in 
the literature, to my knowledge. One possible explanation is that staff require a coherent 
theoretical framework to guide and structure their practice (Isobel & Edwards, 2017) and 
while DBT serves this purpose on the whole, the disjoint between the (bureaucratic checklist-
guided) care-planning process and other ward practices creates tension that leaves staff 
frustrated. That this was fleshed out more fully in the context of a focus group is interesting 
and supports the methodological choice to employ a focus group in comparing perspectives 
and generating ideas (Tickle & Braham, 2012).  
One finding regarding a possible implementation method for the PNM was around the 
importance of whole-team involvement. There is evidence of MDT members finding 
formulation helpful for their practice (McTiernan et al., 2020) and an egalitarian view of 
whose voices matter aligns with the findings from Chapters 5 and 6. There was evidence of 
this orientation existing within the focus group, as more senior members of staff made an 
effort to engage and include HCAs (for example, Ariel did not participate in the focus group 
until directly asked for her opinion by other focus group participants). Ensuring all staff 
members, including those of ‘unqualified’ status, both bolsters a sense of community and 
belonging, but also adds depth and comprehensiveness to discussions as, as discussed in 
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Chapter 5, HCAs spend the majority of their time speaking to service users and therefore may 
be privy to information not disclosed to other staff members.  
The importance of whole-team involvement necessitates a discussion regarding 
‘meeting staff where they are at,’ particularly regarding the importance of the PNM being 
accessible. To meaningfully include all members of the MDT, psychological formulation 
should be de-mystified, its objectives and function explained clearly and using clear 
language. While this was attempted in the training, particularly following the feedback from 
the psychiatrist who attended the first session, this was difficult to accomplish in the 
disjointed sessions staff were able to attend. 
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9. Chapter 9 Online PNM Acceptability 
9.1 Chapter Overview   
For this phase of the research, I was interested in the perspectives of mental health 
practitioners as well as individuals with lived experience. Input from the former was 
particularly important given it was not possible to implement the PNM with service users in 
earlier phases of the research and thus their views were yet untested.  
The aim of this phase was 4) to explore the wider acceptability of the PNM and solicit 
suggestions for its implementation, including any suggested improvements. Both 
acceptability as well as suggested future implementation were hoped to be explored. For the 
purpose of this research, the distinction between the two is that acceptability, as defined 
within this research, is “a multi-faceted construct that reflects the extent to which people 
delivering or receiving a healthcare intervention consider it to be appropriate, based on 
anticipated or experiential cognitive and emotional responses to the intervention,” (Sekhon et 
al., 2018, p. 4) and proposed implementation relates to the actual process or factors involved 
in introducing or embedding the PNM. In other words, acceptability was conceived of as 
factors related to the Model itself while potential implementation related to its interaction 
with proposed users and their contexts or environments. Most major aspects can be 
distinguished on this basis, although a degree of overlap exists.    
In this work, the following research question is addressed: 
 
5. What are wider stakeholder (clinicians and/or individuals with lived experience of 
mental health difficulties) views of the PNM and its acceptability? What are the 
enablers and barriers? 
 
9.2 Methods 
9.2.1 Rationale for Research Methods 
The rationale for using a mixed-methods qualitative and quantitative survey alongside 
semi-structured interviews is described in full in Chapter 3. 
 
9.2.2 Procedure 
  Qualitative and quantitative data were collected via Qualtrics, a platform used for 
online survey research. The Qualtrics site included the participant information sheet and 
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consent procedure, which were embedded within the webpage (see Appendix H). Agreement 
to the terms were required before taking part in the study proper.  
The Qualtrics survey was divided into two sections. The first section was the same for 
all participants and involved viewing a 15-minute video explaining the PNM and responding 
to questions about it (e.g., is it similar/different to your views of mental health). The second 
section varied for participants who identified as having lived experience; they responded to 
questions relating to their wider experiences of services or care. Practitioner participants 
viewed a 10-minute video explaining the results of the Poppy ward research and responded to 
questions about it (e.g., how the results relate to their own experiences of services).  
Participants who took part in the Qualtrics survey then indicated their availability in 
Qualtrics and provided contact details to arrange participation in a further interview or focus 
group (their choice of which). Due to low numbers, only interviews were able to be offered.  
 
9.2.3 Survey 
Quantitative and qualitative data were collected from 26 participants (15 participants 
with lived experience and 11 mental health practitioners). 
The first part of the survey involved viewing a video explaining the PNM (see 
Appendix H) which was responded to by all participants who then responded to a series of 
Likert-style and open-box questions that related to acceptability. A nine-item modified 
version of the Treatment Evaluation Inventory (TEI; Landreville & Guerette, 1998) was used 
to evaluate acceptability. 
The next part of the survey asked questions related to implementation, although the 
focus of the questions was different for practitioner and lived experience participants. For 
practitioner participants, this included viewing a video relating to the implementation of the 
PNM at Poppy (see Appendix H) and answering a series of related Likert and open-box 
questions. Participants with lived experience answered a series of Likert and open-box 
questions related to past experiences with services. All questions were developed in reference 
to the overarching research questions and surrounding literature.  
 
9.2.4 Semi-Structured Interviews 
Eight interviews were conducted with participants who had indicated their interest 
within the survey, with four individuals with lived experience and four practitioners. The 
THE IMPORTANCE OF BEING HUMANE 
 
 160 
length of interviews ranged from 7 minutes (the remainder of the interview failed to record 
properly) to an hour.  
Participants were interviewed using Microsoft Teams, the Anglia Ruskin University-
approved video-messaging platform. Interviews were digitally recorded for transcription.  
 
9.2.5 Participants 
Invited to participate were both mental health practitioners with experience of 
working therapeutically one-to-one with service users and/or individuals who had used 
mental health services (in whatever capacity). The third category of ‘practitioner with lived 
experience’ was included as “categories of 'service user' and 'mental health professional' 
frequently overlap” (Spandler & McKeown, 2017), although for pragmatic reasons relating to 
analysing the data, participants who indicated they were practitioners with lived experience 
underwent the practitioner question pathway. 
The inclusion criteria were that participants were over the age of 18 and English-
speaking as well as being based in the UK. Participants were given the option to enter a prize 
draw to win one of two £50 Amazon gift vouchers.  
Due to difficulties with recruitment, an amendment to the recruitment strategy was 
sought and approved to accommodate Anglia Ruskin students more clearly with experience 
working one-on-one with service users, including those with professional experience of 
‘unqualified’ roles, part-time work, or placement experience. Anglia Ruskin University 
Psychology undergraduate students were additionally awarded credits as part of the research 
participation scheme.  
 
9.2.6 Recruitment 
10.2.6.1 Mental Health Practitioners. I used a convenience sampling technique 
combined with a snowballing sampling method. Thus, contacts known to me were 
approached with information about the study and a Qualtrics link to participate.  
Recruitment advertisements were also posted on social media (e.g., Twitter). 
Members of my supervisory team distributed details related to the study to their respective 
networks.  
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9.2.6.2 Individuals With Lived Experience. Like the recruitment strategy for 
recruiting mental health practitioners, I used a convenience sampling technique combined 
with a snowballing sampling method for the recruitment of individuals who had used mental 
health services.  
In parallel with practitioner recruitment, the link to the Qualtrics site which directed 
participants to the participant information sheet and consent procedure. Agreement to the 
terms were required before taking part in the study proper. Individuals with experience of 
mental health difficulties who took part in the first phase then indicated their availability in 
Qualtrics and provided contact details to arrange participation in a further interview or focus 
group.  
 
9.2.7 Ethical Considerations 
This study received the School Research Ethics Panel (SREP; EHPGR-28) and was 
ratified by the Faculty Research Ethics Panel under the terms of Anglia Ruskin University’s 
Policy and Code of Practice for the Conduct of Research with Human Participants. Chapter 3 
describes the general ethical approach taken throughout this research. This section describes 
details particular to this phase.  
A convenience sampling and snowball recruitment technique introduced the risk that 
our existing relationship may influence their responses in the case that participants known to 
me took part in the research. I therefore took the following actions to counteract this risk: (a) 
interview schedules avoided leading questions; (b) participants were assured their answers 
did not affect our relationship, and (c) that participation was voluntary, and that withdrawal 
would not affect my opinion of them. Participants were assigned pseudonyms to ensure their 
anonymity.  
 
9.2.8 Transcription of Interview Data 
Transcription protocol followed that described in Chapters 5, 6, and 8.  
 
9.2.9 Strategy for Data Analysis 
As described, qualitative and quantitative data were collected concurrently. Three 
datasets were involved in this research: qualitative survey data; quantitative survey data and 
qualitative interview data. Qualitative and quantitative data were analysed separately and 
combined at the point of analysis. The two qualitative data sets (interviews and qualitative 
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survey results) were treated as a single corpus. One duplicate participant was detected; their 
qualitative responses were combined. Quantitative scores were also combined and where 
scores diverged, the more fault-finding score was used.  
 
9.2.9.1 Qualitative Data. Qualitative survey data were downloaded from Qualtrics 
then transferred to NVivo 12 alongside the anonymised interview data. The strategy for data 
analysis aligns with that described in Section 5.3.5.  
 
9.2.9.2 Quantitative Data. Quantitative survey data were downloaded from 
Qualtrics, then transferred to SPSS for analysis. Frequencies and percentages are reported 
alongside mean and standard deviation. Quantitative data relating to implementation were 
collected only from participants with lived experience.  
As described, the research questions ask two distinct questions relating to 
acceptability and implementation and the findings have been separated accordingly.  
 
9.2.10 Demographics 
The sample was comprised of 16 (61.5%) individuals aged 18-25; nine (34.6%) aged 25-49; 
and one (3.8%) 65+ years old. Three males, 22 females, and one who identified as non-binary 
participated. Seven practitioners, five practitioners with lived experience, and 14 individuals 
with lived experience took part. One participant who identified as a practitioner with lived 
experience did not complete the remaining demographic questions. 
 
9.2.10.1 Staff Participants. Five participants indicated they practice in the East of 
England, three in the South East, and one each in London and the West Midlands. One 
preferred not to say. Staff participants’ place of employment included two private practice; 
five NHS; and three third sector settings. One preferred not to say. Participants’ work settings 
included one ‘prefer not to say,’ six community mental health services (one recovery and 
outpatient setting, one personality service, and one community support); one supported 
living, one care home and one in a carer capacity. Staff spent a range of 0 to 10 years 
training, for an average of 4.59 years. Years spent in current role ranged from 0 to 10 years 
for an average of 4.15 years.  
 
THE IMPORTANCE OF BEING HUMANE 
 
 163 
9.2.10.2 Lived Experience Participants. Five participants with lived experience 
indicated they had received services in the East of England; two each reported receipt of 
services in the South East, South West, and London. Three preferred not to say. One received 
services in the East Midlands. Eight participants preferred not to say the type of support they 
had received. Of those who responded, many spanned multiple services. One each indicated 
adult mental health services; adult community mental health services; Improving Access to 
Psychological Therapies Service (IAPT), MIND counselling; NHS mental health assessments 
and therapy services; perinatal services; IESO (Digital Mental Health); psychiatrists, 
therapists, counsellors, and psychologists. Three indicated they had received services from 
Child and Adolescent Mental Health Services (CAMHS). Participants’ duration of mental 
health difficulties ranged from 6 months to lifelong. Two participants indicated they had 
experienced difficulties for 6 months, and one for three years. Eight participants indicated 
they had experienced difficulties for five or more years while four preferred not to say. Four 
participants indicate they were currently undergoing treatment from mental health services 
while 11 were not.  
 
9.2.11 Procedures for Assessing the Quality of the Analysis 
The same procedures to ensure quality described in Chapters 5, 6, and 8 were taken 
here.  
 
9.3 Results: Acceptability Mixed-Methods Analysis 
9.3.1 Acceptability: Quantitative Data. 
See Table 9.1 for a summary of the acceptability descriptive statistics.  
Table 9.1 
Descriptive Statistics for the Acceptability Measure (Modified TEI-SF) 










9.73 2.442 6-15 6-42 .661 
Negative 
aspects 
8.12 2.732 4-14 3-21 .605 
Global  17.85 3.781 12-25 9-63 .563 
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Note. Higher numbers indicate higher acceptability. 
 
The full set of responses to the acceptability scale can be found in Appendix G; to 
illustrate, a subset of questions and responses are described here.  
To the question ‘How acceptable would you find the PNM to help treat mental health 
distress?’ 12 (100%) of practitioners indicated ‘very acceptable’ or ‘acceptable’ while 14 
(100%) of those with lived experience indicated ‘very acceptable’ or ‘acceptable.’  
To the question, ‘How effective do you think the PNM is likely to be?’ 12 (100%) of 
practitioners indicated ‘very effective or ‘somewhat effective’ and 14 (100%) of those with 
lived experience responded the same. 
To the question, “overall, what is your general reaction to the PNM?” 12 (91.7%) 
practitioner participants responded, ‘very positive’ or ‘positive’ while 85.7% of lived 
experience service user participants responded, ‘very positive’ or ‘positive.’ One practitioner 
and one lived experience participants responded, ‘slightly positive’ while one more lived 
experience participant responded, ‘ambivalent.’ 
Items that formed the ‘negative valence’ subscale demonstrate negative ramifications 
likely predicted to result from the PNM. To illustrate, the results from the question relating to 
risk are reported here. To the question, “to what extent do you think there might be risks in 
undergoing the PNM?” five (41.7%) practitioners responded, ‘no risks are likely’ or ‘risks are 
not very likely’ while four (33.3%) responded ‘some risks are likely,’ two (16.7%) responded 
‘risks are slightly likely’ and one (8.3%) responded ‘risks are likely.’  
This can be compared to six (42.9%) of service user participants responded, ‘risks are 
not very likely,’ ‘four (28.6%) responding ‘risks are slightly unlikely,’ three (21.4%) 
responding ‘some risks are likely’ and one (7.1%) of participants responding that ‘risks are 
slightly likely.’  
To contextualise participant impressions of the PNM, additional questions relating to 
acceptability were asked, including “Is the PNM different from how you currently think 
about mental health?” to which six (50%) of practitioners responded, ‘not at all,’ four 
(33.3%) responded ‘somewhat’ and two (16.6%) responded, ‘Reasonably’ or ‘Mostly’ while 
five (35.7%) of participants with lived experience responded ‘Not at all,’ seven (50%) 
responded ‘somewhat’ and two (14.3%) responded ‘Mostly.’  
 Practitioner participants alone were asked the last two questions relating to 
acceptability. The first of these questions is, “How relevant do you think the PNM would be 
in your service?” to which three (25%) of participants responded, ‘somewhat,’ and six (50%) 
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responded, ‘very’ with the remainder selecting ‘reasonably’ or ‘mostly.’ To the question, 
“How confident would you be to use the PNM?” the highest proportion (five; 41.5%) 
responded ‘very’ while an equal number (two; 16.7%) responded ‘somewhat,’ ‘reasonably,’ 
and ‘mostly.’ 
 
9.3.2 Acceptability: Qualitative Data  
 Four themes were identified relating to the acceptability of the PNM. These included 
(a) A warm welcome to alternatives to the biomedical Model, (b) The PNM’s legitimacy, (c) 
Predicted practical utility of the PNM, and (d) PNM as inclusive but unproven. These themes 
will be explored in turn (see Table 9.2 for a summary).  
 
Table 9.2 
Summary of Online Acceptability Themes 
Theme Subtheme 
A Warm Welcome to Alternatives to the 
Biomedical Model 
PNM ‘Very Good’ 
 Strengths Focus Helpful 
 Problems Live Outside of People 
 People Cannot be Put in Boxes 
The PNM’s Legitimacy Boosting Trust in PNM 
 Compatibility With Current Ways of 
Working 
 Valued Departures From Other Models 
 Unhelpful Elements of the Model 
Predicted Practical Utility of the PNM A Compass in Chaos 
 PNM Creates Emotional Distance 
 Record of progress, Accomplishments to 
Help with Motivation 
 Thorough, Inclusive, Exhaustive 
PNM as Inclusive but Unproven The PNM’s Accessibility 
 The PNM Supports Client-Centred 
Collaboration 
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 Meaning and Identity Possibly Support 
Cultural Differences 
 Improving Inclusivity 
 
 
9.3.2.1 A Warm Welcome to Alternatives to Biomedical Model. One of the most 
prevalent themes featured participants expressing enthusiasm for the PNM’s psychosocial 
focus. This was considering the critique that while biopsychosocial models pervade services, 
there remains a focus on biological influences and factors that serves to support the 
biomedical model (Johnstone, 2020).  
 
9.3.2.1.1 PNM ‘Very Good.’ Of those who responded to the qualitative survey 
question asking for their thoughts regarding the PNM, all participants wrote favourable 
responses. Affective attitudes towards PNM were generally positive and typically 
unreservedly so. The following survey quote from Jane (female, lived experience) 
demonstrates this: “in principle, it sounds incredibly useful and needed.” Echoed by Jessica 
in her interview, “If I was a nurse and I wanted to improve my patient’s wellbeing, I’d be so 
happy to use it.” 
However, in her interview, Jessica expressed an initial reaction likely to be common 
amongst practitioners given the ever-expanding array of models and approaches, “The first 
thought was, ‘oh gosh, yet another model.’” Jessica indicated her opinion changed once the 
PNM had been explained but it is important to highlight the likelihood of this attitude being 
pervasive amongst practitioners, particularly in the context of a later comment that she and 
other NHS staff receive “a lot of emails” about training, indicating a saturation of 
opportunities for staff, at least for some staff.   
Countering this attitude, one interview participant (Jane) who identified as having 
lived experience expressed appreciation for additional models on offer: “that’s what I really 
like – I really do like it and I think it could offer a lot. […] I think – very nice to have more 
options. I think there’s nothing wrong with having more options.” 
Although it is not practical (or even possible) for staff to be trained in assortment of 
therapeutic modalities or approaches, at least to a degree of proficiency and fidelity, offering 
models such as the PNM that seek to be modality-unspecific and embrace complexity could 
assist a subset of service users who are not better served by the models otherwise available. 




9.3.2.1.2 Strengths Focus Helpful. As an antidote to the deficit focus of the medical 
model, one of the aims of the PNM was to centre and integrate service users’ strengths and 
resources. This was received enthusiastically by participants. For example, in her survey 
response, Chloe (female, lived experience) stated, “Focusing on strength aligns with recovery 
model, giving service users a sense of self, removing labels of illness and top-down care 
(paternalistic).”  
Although strengths-focused models are not new and models such as the ‘5P’ 
(Johnstone & Dallos, 2014) include positive attributes, it is possible these are not typically 
implemented within services, as was reported by a portion of participants with lived 
experience. Participants indicated the application of a positive lens to aspects of their lives 
not typically viewed this way was likely helpful. For example, both lived experience and 
practitioner participants indicated they found framing coping responses as positives helpful as 
well as exploring positive aspects of past experiences and identifying positive meanings to 
reframe experiences. For example, in a survey response, one practitioner indicated: 
 
I really liked this idea that the meaning we are looking for is positive and negative. 
Usually the focus is on the negative outcome of people’s past experience, but with 
this formulation, the focus is on positive meaning, as if I did not experience this I 
would not be the person I am now, e.g. bullying, negative: “I am a failure” but 
positive: “it made me stronger to ‘fight bullies and protect others from bullies.’” […] I 
am actually going to introduce this to my client as it’s true; it is both meanings. 
Positive and negative meanings shape who we are and how we behave. (Survey, 
Jessica, female, practitioner).  
 
Drawbacks of a strengths-based approach were identified, although these formed a 
subset of responses. One participant indicated focusing on one’s strengths or positive aspects 
is un-British, mirroring concerns expressed by British participants in a study on the 
acceptability of a positive psychology intervention for depression (Walsh et al., 2018); what 
the authors called ‘cultural fit’. That this was not an overly common theme may indicate the 
PNM uses more acceptable language or less ‘American terminology’ as that used in the 
authors’ intervention (e.g., ‘gratitude’).  
 
I think there’s something as well between – I mean, this may not be helpful, so stop 
me if not but, um, between Canada and UK and the difference in accepting, um, 
positive things about yourself. I think it’s harder here. I – there’s m-there’s more of a 
willingness and openness in Canada to think of yourself in more of a positive light, 
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whereas I feel Brits can be quite harsh on themselves (Interview, Ursula, female, lived 
experience). 
 
Another participant suggested that service users with a diagnosis of BPD may find a 
strengths-based approach invalidating: 
 
For some personality disorder clients, the suggestion of any strength is invalidating 
[…] You know, so they tend to resist. It’s like, how dare you say that I've got 
strengths. (Interview, Richard, male, practitioner and lived experience) 
 
Another participant acknowledged the likely difficulty of identifying positive aspects 
about themselves for some service users (Walsh et al., 2018), further going on to indicate the 
process of identifying strengths has the potential to be distressing. However, they concluded 
this is likely to be an important for the recovery journey.  
 
Engaging service users to look for strengths, etc. could be a very hard, possibly 
distressing and lengthy process due to long term self-worth/beliefs but is essential for 
long term recovery. (Survey, Chloe, female, lived experience) 
 
9.3.2.1.3 Problems Live Outside of People. This sub theme reflects participants’ 
interpretation and approval of the sentiment of asking not “what is wrong with you?” but 
“what has happened to you?” within the PNM. In other words, contextualising a person’s 
experiences within their wider environment, including their past experiences as well as their 
political, social and environmental situatedness was received positively.  
 
In the care I received there was more focus on developing skills to stop ‘problem 
behaviours’ rather than seeing them as a survival tool that I felt I had no choice but to 
use. (Survey, Jane, female, lived experience) 
 
The above quote encapsulates much of the critique of particular models for some 
service users, in understanding oneself to address mental health difficulties. A consequence 
of neglecting to address one’s environmental and historical influences may be that service 
users are led to situate their difficulties within themselves. Jane found her experience of DBT 
frustrating for this reason:    
 
It felt like we were ignoring the point and we were putting all the blame on me. And I 
know that now, that it wasn’t. If I didn’t change, I would die [laughs] you know what 
I mean but at that time, I remember feeling like, ‘everyone’s telling me to change 
when the world has made me this way.’ And it made it feel like I was the disordered 
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person and therefore everybody else isn’t responsible. And I didn’t like that [laughs] 
at all, because I knew that the reason I was there was for the things that I had been 
through, which I mean, a person is shaped by their experience. And I was very aware 
of that, and yet it felt completely ignored. (Interview, Jane, female, lived experience) 
 
9.3.2.1.4 People Cannot Be Put in Boxes. Participants reported valuing models and 
ways of understanding mental health that embrace its irreducible complexity, or at least that 
resist reductivism. This was particularly true in terms of participants appreciating the 
avoidance of labelling or attempting to understand individuals using other medicalised 
indices.  
 
The main strength is that it is based on the individual person as a whole, and from 
their own personal narrative instead of being based on a medical model which is 
based on numbers on a paper resulting from laboratory tests, exam results, etc. 
(Survey, Fatima, female, practitioner). 
 
Although not generally the reported experience (Cooke et al., 2019), one practitioner 
participant indicated that this approach aligns with the orientation of many practitioners she 
had encountered, which may indicate support for the PNM: 
 
I’ve met a lot of people [who] want to not medicalise, um, the problems or difficulties 
or formulations. They are really interested in understanding the meaning behind the 
client’s difficulties and using, you know, the psychosocial aspect, rather than 
medicalising it. (Interview, Delia, female, practitioner) 
 
 The use of narrative was felt to be a powerful support for mental health. Narrative-
based approaches can “help to externalize the problem, separate from the person, within a 
social, cultural, and political context, creating the needed space for a person to experience 
agency,” (White & Morris, 2019). Participants reported an emphasis on the role of narrative 
in keeping an individual healthy and grounded: 
 
I think this is necessary for strong mental health in any individual. We all need a 
continuation of narrative to remain healthy, have a strong sense of self and stable 
emotions and relationships in my opinion. Basing treatment around such ideas and 
models I think is very necessary and is a very good idea. (Olivia, female, both 
practitioner and lived experience) 
 
Narrative was also thought to be helpful in motivating service users to change their 
behaviour using the insights gained.  




From experience, people generally benefit from making sense of their current 
problems with past problems. Not everyone is interested in knowing how the past 
shaped them; they sometimes just want to focus on what the problem is and how can 
they fix it. For the other group of people, knowing how the past shaped them and 
making links with present problems helps them to get to overcome their difficulties. 
(Survey, Jessica, female, practitioner) 
 
9.3.2.2 The PNM’s Legitimacy. Although attitudes towards the PNM were generally 
positive, when it came to a discussion of what would enhance its overall acceptability, 
participants provided a wider variety of perspectives related to the PNM. These related to 
features they appreciated, those which may not work as well, and strategies to bolster their 
views, all related to its legitimacy.  
 
9.3.2.2.1 Boosting Trust in PNM. To create a stronger sense of trust in the Model, 
participants indicated the need for further (empirical) research to demonstrate the PNM’s 
validity, alongside testing the Model with service users. It seems relevant to mention that 
‘further evidence’ for participants seems to implicate notions of evidence-based practices 
(EBPs) that are informed by ‘rational’ or ‘scientific’ ways of knowing that effectively render 
other knowledge pathways second-class, including learning through experience or 
collaborative knowing (White et al., 2015). 
One participant, however, indicated they felt that based on its description and factors 
alone, it would likely be helpful for particular service users. In terms of positivist notions of 
validity, this would translate as ‘face validity,’ although in other terms, perhaps ‘practical 
wisdom’ applies most closely.  
 
Yeah, I think that’s also, um, I think within the Model itself, even without the stats as 
such, I think there’s – there’s definitely just on the naked eye, you can see how the 
information presented in this way would benefit clients … I can think about how well 
received it will be from them. (Interview, Delia, female, practitioner) 
 
9.3.2.2.2 Compatibility With Current Ways of Working. Practitioner participants 
valued the compatibility of the PNM with their usual ways of working. This is 
understandable as although PNM was intended to be theory- and diagnosis-neutral, it has not 
been tested with a variety of modalities.  
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The work I do is very much guided by the ACT [Action and Commitment Therapy], 
CFT [Compassion-Focused Therapy] models and I have a background training of 
person centred counselling. So, for me it fits well with trying to explore the 
individual’s narrative in the most supportive way possible. (Survey, Lindsay, female, 
practitioner) 
 
9.3.2.2.3 Valued Departures From Other Models. Although participants reported 
finding some similarities between the PNM and more familiar models, the PNM offers 
additional benefits because of its particular combination and approach. For example, in their 
survey response, Delia indicated, “I think it gives you more of an opportunity to think about 
the person’s constructs which some other models don’t really encourage as much.” In her 
survey response, Yasmine (lived experience) added, “It also looks at how they are feeling 
about current treatment which is something that is not often talked about in therapy sessions.”  
However, one practitioner (Richard) raised the point that while welcomed by service 
users and even some practitioners, particular aspects of the PNM typically omitted by other 
psychological models may be an intentional choice to only address difficulties practitioners 
can assist with, presumably with the view that discussing topics outside practitioner remit 
would be damaging or unhelpful in some way. It is possible that this is a relic of the problem-
solving ‘can do, should do’ attitude from the inception of the NHS (Plamping, 1998). 
 
In models in general is-is there a focus on psychology and, you know, emotions and 
identity and relationships, but the physical stuff tends to be kind of missed and I don’t 
know whether that’s because again, if we look from a problem-solving perspective, is 
that we often can’t solve physical difficulties. (Interview, Richard, male, both 
practitioner and lived experience) 
 
Richard anticipated psychological practitioners (as opposed to nurses or other more 
medically trained practitioners) resisting the inclusion of physical difficulties, ostensibly 
given the absence of interprofessional education that occurs in psychology training 
programmes (Pan et al., 2021) as well as across other caring professions. However, it should 
be noted that no other practitioners commented on this feature of the Model, negatively or 
positively, psychologically trained or otherwise.  
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9.3.2.2.4 Unhelpful Elements of the Model. Some features of the PNM were not 
received as favourably by other participants. Richard expressed aversion to the model’s 
inclusion of ‘quality of treatment,’ citing a similar rationale as above regarding a desire to 
address only aspects of a service user’s life that can be addressed by a practitioner and 
perhaps raising a question of ethics (Sheldon, 2011): 
 
Just because there’s a lot of things that we can’t change, like, you know, staff 
availability, um, you know, the regular care-planning reviews. A lot of this stuff kind 
of almost happens within the environment. And so for me, I would be quite nervous to 
kind of raise that. (Interview, Richard, male, both practitioner and lived experience). 
 
Another respondent indicated they disliked the decentring of biological factors, 
indicating they felt they were absent in the PNM. A survey response from Hilda (female, 
lived experience) indicated, “The PNM doesn’t really take into account other theories of 
mental health, e.g., biological. I believe there should be a combined approach to treating 
mental health.” 
 
9.3.2.3 Predicted Practical Utility of the PNM. 
9.3.2.3.1 A Compass in Chaos - PNM as Organisational Tool. Participants indicated 
they appreciated the PNM’s potential to facilitate more structure and organisation in a variety 
of ways. Participants, particularly staff, appreciated its potential role in guiding conversations 
or ensuring the formulation remains focused while covering relevant areas of a service user’s 
life. Lizzie’s survey response (female, practitioner) indicated, “My sense is that this model 
would encourage you to think broadly and cover all the ground before planning an 
intervention - therefore you are more likely to target the right things.”  
Another practical application of the PNM indicated by a participant with lived 
experience was as a template for structuring one’s thoughts: 
 
If you’ve seen the progression and-and it literally kind of lets you break your thoughts 
down into those sections, so you can kind of structure your thoughts so going 
forward, it’s – it’s almost like a – a little life tool, you know. (Interview, Chloe, 
female, lived experience) 
 
Similarly, another participant suggested the PNM may assist with organising service 
users’ internal ‘chaos.’ Olivia’s, (female, practitioner and lived experience) survey response 
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concluded: “I think that the PNM is great and should be used to help mitigate any chaos that 
a service user is experiencing.”  
The use of psychological models conveyed visually was indicated to additionally be 
helpful in empowering service users, as expressed by Jessica, who believed that by providing 
boundaries and a resource both the practitioner and service user can refer to, it possibly acts 
to balance the knowledge (power) imbalance. According to Jessica (interview), “And not just 
for me to hold it together; if I had the formulation, I have it with the client; well, he’s got it. 
He’s got control. So it’s pretty much like a teamwork.” 
 
9.3.2.3.2 PNM Creates Emotional Distance. The PNM was thought to facilitate a 
perception of distance between users and typically emotionally charged topics, such as one’s 
mental health difficulties. 
 One practitioner participant described the Model as a similar process to creative 
therapy and the perception of dissociation from emotional ‘closeness’ that particular 
approach creates.  
 
It’s, in a way, like in drama therapy, you – let’s say they say, ‘how do you feel? … 
they open a cupboard and they say, ‘pick something, uh, that describes how you feel’ 
and you pick something and you talk about it. […] It just packs all the rubbish around 
it, you know? It just cuts in straight to the feeling because you’re actually talking 
about a button but you’re talking about your feelings […] And the Model felt that 
way. That it – it made that space, you know? You could distance yourself (Interview, 
Jessica, female, practitioner). 
 
This perception of distance was seemingly common, with other participants using 
words like “objective” (Survey, Mary, female, lived experience) and supporting service users 
to think “more logically” (Survey, Zoe, female, lived experience).  
 
9.3.2.3.3 Record of Progress, Accomplishments to Help with Motivation. Like what 
was reported as being beneficial about care-planning from Poppy ward service user 
interviews was echoed by Chloe in terms of the possible value of referring back to previous 
records as evidence of progress in times of discouragement: 
 
When [a service user is] having an ‘I’m not doing anything; look, I’m failing, I’m 
this, I’m that’ … you’d almost have, like, a-a timeline of… we’ve shown you’ve got 
these strengths; you’ve said you’ve got these strengths.’ (Interview, Chloe, female, 
lived experience) 




9.3.2.3.4 Thorough, Inclusive, Exhaustive. Another feature that participants reported 
appreciating about the PNM was its thoroughness in investigating the landscape of an 
individual’s experiences. Richard in his survey response (male, practitioner and lived 
experience) illustrates: “I really liked the PNM. It brings a variety of factors to mind and 
really helps us drilled down into the detail.” 
One participant, however, felt there may be a downside to this thoroughness in that 
they felt there would likely be a substantial amount of overlap between categories, which 
may make it difficult to investigate coherently. Hilda, in her survey response (female, lived 
experience), “Most things that fit into one subcategory will likely also fall under the 
emotional one too. It may be difficult to pinpoint exactly what it was that triggered them to 
feel this way.” 
 
9.3.2.4 PNM as Inclusive but Unproven. In response to questions relating to 
inclusivity of the PNM for possible users, participants were optimistic but felt further 
consultation and investigation was necessary. Here, inclusivity was conceptualised as 
encompassing personal and professional identities, cultures, ethnicity, nationality, and any 
other facets that make individuals unique. This theme aligns with the ethical aspect of 
acceptability, a key tenet described within the theoretical framework of acceptability (Sekhon 
et al., 2017).  
  
9.3.2.4.1 The PNM’s Accessibility. The PNM was reported to be accessible by many 
participants. Statements like those below were common.  
 
I find that this is a clear, workable model that clients and professionals could follow 
and make sense of. (Survey, Richard, male, practitioner and lived experience). 
It’s well written and easy to understand. It makes logical sense and service users 
would understand it. (Survey, Rachel, female, lived experience). 
 
This was seen as advantageous for both staff and service users: 
 
Um, and being new to Psychology, I am not used to the jargon at all… So [pause] so 
when I saw the Model, the clear descriptions … I could understand straight away. I 
didn’t have to research anything; you know, like, sometimes they say – even safety 
behaviours. If I speak to clients, they don’t know what that means. (Survey, Jessica, 
female, practitioner). 
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However, not everyone held this opinion. There were particular concerns relating to 
the accessibility of the model for service users who are in distress or possibly overwhelmed 
with details.  
 
I think that would, you know, put me off [laughs] slightly to begin with, because you 
know, there’s a circle and I’m like, ‘what goes where?’ but easily overwhelmed by 
stuff when I’m in distress or, like, suffering or whatever, do you know what I mean?  
(Interview, Jane, female, lived experience) 
 
Richard concurred with this concern; however, he raised an interesting point around whether 
it is possible for formulation to be anything but somewhat complex.  
 
I mean, it really looks really straightforward to me. But I think a lot of the boxes and 
stuff made make people a bit overwhelmed, I guess. Um, but I guess that’s just the 
nature of formulation; there's always gonna be an element of that. (Interview, 
Richard, male, both practitioner and lived experience). 
 
9.3.2.4.2 The PNM Supports Client-Centred Collaboration. Those participants who 
commented on collaboration all agreed the PNM supports a partnership between service users 
and practitioners and promotes a client-centred orientation. In her survey response, Alice, 
(female, lived experience) indicated “The collaboration between a therapist and a service user 
is one other strength of this model. It allows the service user to take part on his own recovery 
rather than relying fully on the therapist.”  
 
9.3.2.4.5 Meaning and Identity Possibly Support Cultural Differences. Some 
participants felt the PNM somewhat accounts for cultural diversity via its inclusion of 
meaning and identity. For example, one participant indicated that in incorporating meaning, 
the PNM goes some way to accommodate various cultures or individual differences.  
 
I think the fact that it talks about the meaning and talks about, um, the person’s 
experiences in itself. It validates even really wanting to know about that, validates the 
person as an individual, including potential cultural influences. I think some other 
models really don’t take that into account. (Interview, Delia, female, practitioner) 
 
A curious stance was advocated in approaching the topic of difference and its impact 
on the service user.  
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I think that, first of all, what we need to do is make sense of it. If we were looking at 
identity, I mean, in some ways, that – that feeds straight into that question. If someone 
comes from a – from a, you know, a minority background, I don’t make an 
assumption, you know, um, you just try to be curious about it […] The identity 
probably would tick that anyway. (Interview, Richard, male, both practitioner and 
lived experience) 
 
9.3.2.4.6 Improving Inclusivity. Participants provided suggestions regarding ways to 
improve the inclusivity of the Model. The first was to incorporate cultural identity in a 
similar way to how positives are included in the PNM: as conceptualising it as incorporated 
within every factor.  
 
I think, in some ways, having a [pause] it may be worth, if you’re looking at strengths 
and resources on one side – on the right side is having [pause] um [pause] that – that 
explicit. You know, culture, and, um, cultural identity. Or something. (Interview, 
Richard, male, both practitioner and lived experience) 
 
Other feedback parallels much of the literature and campaigning relating to ‘nothing 
about me without me.’ To ensure the Model is relevant to as service users likely to undergo 
psychological formulation, relevant members of groups would need to be consulted. 
 
I think making sure that you ask a diverse group – cultural group for feedback is 
something that could help to be more culturally appropriate. I think at this stage, I 
don’t know what additional information to put in, um, or ask of – within the 
formulation itself, but I think because anything I think that I suggest would be an 
assumption on my part. (Interview, Delia, female, practitioner) 
 
9.4 Contrasting Qualitative and Quantitative Findings 
Qualitative results paralleled the quantitative results. In general, participants reported 
positive views towards the Model. Participants appreciated that the PNM supports 
collaboration between practitioners and service users. Both staff and service users reported 
that further research and exposure to the Model would bolster its perceived legitimacy.  
Responses to the ‘negative aspects’ quantitative subscale were more weighted 
towards the middle Likert options, with one to three participants responding on the negative 
side of the scale. This mirrored some of the concerns relating to narrative reported in 
interviews and there was alignment in responses between those with lived experience and 
practitioners to the question relating to the likelihood of downsides, with almost all 
participants regardless of their ‘identity’ choosing one of the top three Likert options, ‘no,’ ‘a 
couple,’ and ‘a few,’ downsides likely. There was general alignment between participant 
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‘groups’ to the question, “How much discomfort do you think is likely to be experienced 
during the development of the PNM?” with the highest number of participants per group 
selecting ‘slight discomfort’ (41.7% for practitioners and 42.9% for participants with lived 
experience).  
 
9.5 Implementation Mixed-Methods Analysis 
9.5.1 Implementation: Quantitative Data 
Only service users were asked to respond to quantitative questions relating to 
implementation.  
In response to the first question, “Thinking about the last time you received services, 
were you encouraged to tell your story?” 11 (78.6%) of participants responded ‘yes.’ To the 
question, “Have you worked together with staff to understand your difficulties before?” 13 
(92.9%) responded, ‘yes.’ To the question, “Have you worked together with staff to 
understand your strengths before?” 10 (71.4%) responded ‘yes’ and four (28.6%) responded 
‘yes’ to the question, “Has personal meaning been discussed with you in care-planning?” 
with the remaining 11 (71.4%) responding ‘no.’ In response to the final question, “How 
involved have you been in your care-planning?” the highest proportion (six; 42.9%) 
responded ‘somewhat’ while one (7.1%) responded ‘not at all,’ three (21.4%) responded each 
with ‘reasonably’ and ‘mostly’ and the remaining one participant responded, ‘very.’ 
 
9.5.2 Implementation: Qualitative Data. 
 Five themes were developed relating to the PNM’s possible implementation. These 
included (a) Embedding through training; (b) Resistance as default; (c) What hinders and 
helps collaboration; (d) Narrative and talking about past events distressing; and (e) Possible 
applications and adaptations of the PNM (see Table 9.3). These themes will be explored in 













Summary of Online Implementation Themes 
Theme Subtheme 
Embedding Through Training Ongoing Support Required 
 Practice as Important for the Understanding 
of and Using the PNM 
 Showing PNM in ‘Real Life’ 
 Training Integral to Effective 
Implementation 
Resistance as Default The Impact of Setting 
 Overcoming Resistance 
 Implementing Change Can Be dangerous 
 Passion and Caring Will Orient Towards 
Change 
What Hinders and Helps Collaboration Time Needed for Meaningful Collaboration 
 Concrete Ways to Provide Support 
 Barriers to Service User Collaboration 
 Narrative and Talking About Past 
Experiences Distressing 
 Risk Relating to Timing and Destabilisation 
of Service User 
 Support for Distress Caused by PNM 
Narrative and Talking About Past Events 
Distressing 
Risk Relating to Timing and Destabilisation 
of Service User 
 Support for Distress Caused by PNM 
Possible Applications and Adaptations of 
the PNM 
Tailoring Approach to ‘Disorder’ 
 Using PNM on One’s Own 
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9.5.2.1 Embedding Through Training. 
9.5.2.1.1 Ongoing Support Required. Aligning with Poppy ward staff in the focus 
group in Chapter 8, participants in this study spoke of requiring ongoing support for both 
staff and service users, although for staff this was mostly related to adherence to the Model as 
well as peer support.  
 
One of the things that does happen or can happen is certainly that something’s being 
introduced within the service and then it’s introduced one time and one time only and 
then people are almost kind of expected to run with it and there’s no follow-up. I 
think it would be quite helpful for people to have a go-to almost consultant person to 
check in to make sure we’re formulating in the way that’s intended. (Interview, Delia, 
female, practitioner) 
 
This type of ongoing support has referred to elsewhere as ‘boots on the ground’ 
(Collins, 2018). Delia further suggested “a group session every two months or every four 
months or so, just to kind of check in.” This type of support was reported as helpful by 
Richard, who described the DBT consult as being helpful both because “it brings so many 
different perspectives” but also “There’s a set criteria or rules about how we conduct the 
consult and you don’t divert from it. There’s such a strong emphasis on adherence.”  
Interestingly, the rigidity described as helpful by Richard was difficult to tolerate for 
Jane. It may be that structure and inflexibility is valued in some regards or contexts but is 
experienced as more limiting in others. For staff, embedding new practices appears to require 
structure and consistency.  
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9.5.2.1.2 Practice as Important for the Understanding of and Using the PNM. Many 
participants reported a requirement for practice using the Model to better understand it as 
well as improve their confidence. Like what was reported by Poppy, Bridget (female, lived 
experience) in her survey response, “To fully understand a method I think it is important to 
have some experience with it.” This was echoed in a survey response by Jane (female, lived 
experience) “I think practice using the model would be helpful. I understand better by doing.”  
 
9.5.2.1.2 Showing PNM in ‘Real Life.’ Another prominent sub theme was the advice 
for future training to involve demonstrating the ‘real life’ application of the PNM. For 
participants, this looked like real-life examples, either “a training session with an example 
user” (Survey; Ursula, female, lived experience), or, as the quotes below indicate, bringing 
real-life service user cases to explore using the PNM.  
 
Life examples of clients …I think [is] what really helps is to see what – how it’s 
helped someone… and then people see, ‘oh, it’s improved this, this, and that area in 
that person’s life.’ … Not theoretically, but I think that, you know, a practical 
example. (Interview, Jessica, female, practitioner) 
 
9.5.2.1.3 Training Integral to Effective Implementation. A large proportion of 
participants reported that training would assist with the implementation of the PNM. Most 
participants had responded ‘training’ to questions relating to how best to support 
understanding and confidence in the use of the PNM. This aligns with much of the literature 
relating to implementation of new interventions.  
In this research, one participant contextualised their response with reference to 
ensuring service users’ needs would be met. In Mary’s survey response (female, lived 
experience) “Further training could be required to ensure that professionals have met all 
service users' needs as well as ensuring that they feel a sense of safety and belonging.” 
In her survey response, Isla (practitioner) indicated that training should be 
accompanied by thoughtful application of the Model, “Individuals using this should be 
thoroughly trained and think carefully how they should be using it.” 
Consistency was additionally a rationale for staff training. As stated by Chloe 
(interview), “[training] makes sure everyone’s doing it in the same – everyone’s on the same 
hymn sheet.”  
 Training was also seen as helpful in upskilling MDT staff in psychological 
knowledge. For example, in her survey response, Jessica (female, practitioner) indicated, 
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“For nurses and other professionals on the wards it’s too much to include [talking to service 
users] in their practice on daily basis; they usually feel that patients would benefit from 
psychological formulation provided by someone psychologically trained.” Jessica expanded 
on this in her interview response “If I remained working as a nurse, I would definitely love to 
learn from psychologist how to conduct formulation; it would improve my knowledge about 
the service user and their experience.” 
  
9.5.2.2 Resistance as a Default. Participants spoke about resistance as an expected 
and standard position taken by staff, although this resistance was described as emerging from 
a variety of sources, including personality, culture, and a lack of consequences for non-
adherence. Although resistance was described as an automatic position taken in the face of 
change, this was not viewed as insurmountable, although persistence in the face of obstinance 
was not advised.  
 
9.5.2.2.1 The Impact of Setting. Overall, participants expressed that an acute ward 
setting is among the most challenging contexts in which to introduce a new intervention. As 
stated by Richard, it is particularly challenging to implement change in a context where 
service users have “been detained. I mean, I thought you were very brave doing it on an 
inpatient, to be honest? Because it’s – just by the nature of, and the inpatients now a lot less 
informal admissions, anyway.”  
One participant indicated it would be particularly challenging to introduce an 
intervention such as the PNM in inpatient wards, which were thought to be ‘medicalised,’ a 
model embedded within the operation of inpatient wards which resists change towards a 
recovery orientation (Lorien et al., 2020).  
 
In a community team, I think it’s, uh, much easier than on an inpatient ward. Whereas 
a lot of the staff I’ve come across it’s more, ‘well, they just need – we just need to 
check with the meds and they’ll be fine.’ (Interview, Lindsay, female, practitioner) 
 
Participants cited a variety of explanations for the sources of resistance. These simply 
included that “people hate change,” (Jessica) ‘personality’ (Jessica); and that staff’s plates are 
already full: 
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It can be very tricky to implement anything new on an inpatient setting as it is still 
(unfortunately) medicalised. Staff are busy putting out fires, they don’t have time to 
look for the source (Survey, Lindsay, female, practitioner). 
 
There was also a perception of some staff having little concern relating to the 
professional consequences of not taking on new ways of working. This particular theory 
relating to orientation towards change is not one commonly reported in the literature and was 
only reported by one participant in this research but offers an intriguing explanation for 
change resistance: 
 
I came across lots of nurses who just do it as they can’t get a job elsewhere and as 
there is a constant demand on employing mental health staff they know that they will 
always have the job so they don’t want to change their attitude, no matter what is 
given to them (Survey, Jessica, female, practitioner). 
 
Others theorised that staff get ‘stuck’ in their roles as, according to Richard, “A lot of 
them have been there year […] But also, just the nature of the ward, you know, people don’t 
want to be there.” Jessica concurred: “There’s a lot of different attitudes towards, um, uh, 
change. And [people] get stuck in their ways.”  
There was additionally a feeling that formulation ‘belongs to Psychology’ or 
professional silo-ing. The following quote illustrates some of the feelings thought to prevent 
MDT staff members from taking on more traditionally psychologist roles, specifically feeling 
that, for example, formulation is not within their wheelhouse. In her survey response, Jessica 
(female, practitioner), “So I can imagine for nurses it would be just "another thing to do" that 
they generally feel psychologists should do.” 
 
9.5.2.2.2 Overcoming Resistance. Participants offered strategies or factors related to 
overcoming resistance. This included ‘selling’ the benefits of the intervention. Richard, a 
former ward manager, stated “If I could see okay, this is going to direct me into a course of 
action and this action’s going to be X, Y, and Z that’s—that’s more likely where you’ll get 
buy-in from people.” Richard went on to indicate the benefits should ideally be for both staff 
and service users, such as “if this can help us get people treated quicker and discharged,” 
which was echoed by Jessica.  
 Support from management was also felt to motivate staff to implement the Model, 
partially because “people will do [pause] if they’re told” (Jessica) but also without the 
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support of management, staff with less power are unable to effectively make any changes on 
their own.  
 
In my case, as an Assistant Psychologist, I-I think one of the biggest factors is having 
the backing of the qualified members of staff. If they – if they’re not aware, or if they 
don’t like it, or they think it’s, um, just another formulation, you can’t just go fly with 
something. (Interview, Lindsay, female, practitioner) 
 
9.5.2.2.3 Implementing Change Can Be Dangerous. Two participants (Chloe and 
Jessica) drew a darker picture of the danger of seeking change. Using the example of student 
nurses on practicum or freshly joining the workforce having been exposed to newer, more 
socially just ideas, one participant, a mental health practitioner, indicated that: 
 
If you want to make changes sometimes and-and people disagree generally, they can-
you can lose job. You know, you would get bullied. But […] you need to be very 
careful with how you present it, so you don’t sound like you’re patronising and all 
this. […] If you try to bring on change and people don’t like it because it will give 
them more work to do, um, you will, you know people will get bullied and people 
lose jobs… if you want to keep your job sometimes you need to be qui-you need to 
shut up, basically. (Interview, Jessica, female, practitioner) 
 
This extract implicates politics and power as playing a major part in impeding change. 
Students are described as having to navigate more established staff’s egos in suggesting 
change and facing bullying or worse should their approach be poorly perceived. 
 Another participant, Chloe, an individual with lived experience undertaking an 
educational course alongside mental health practitioners, indicated a similar risk: “I’ve, you 
know, heard things on the – on the [course’s social media] group, you know, it can be 
daunting, intimidated; you could lose your job if you take these kind of things upon 
yourself.” 
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9.5.2.2.4 Passion and Caring Will Orient Towards Change. While the default stance 
appears to be resistance to change, some participants indicated that staff who care about 
service users and are motivated to improving their practice can be convinced to try new 
practices. Interestingly, this was described not so much as a cultural influence, but the impact 
of passionate individuals in inspiring others. Chloe exemplifies this perspective, “It is the top-
down support and it just takes one person in the team and it has to be from the top down to 
instil that passion and that drive that, then, filters down.” 
 
9.5.2.3 What Hinders and Helps Collaboration. Participants spoke about factors 
that promote the engagement of service users in their care as well as those that impede this 
involvement.  
 
9.5.2.3.1 Time Needed for Meaningful Collaboration. A major contributor to 
enabling a partnership between staff and service users was thought to be time. Service user 
participants reported requiring time to be acquainted with new practices as well as persistence 
and patience while they potentially react emotionally. One service user participant described 
previous experiences in services being denied the opportunity for true collaboration given 
staff reactions to their anxiety.  
 
My care could have been improved with more time taken to understand my thoughts 
and feelings. When anxious I tend to ‘word vomit’ and it’s quite apparent to everyone 
I’m talking too. People then sort of rescue me and say what they think I want, or just 
take over and do it for me- and because of the anxiety I just agree (Survey, Jane, 
female, lived experience). 
 
While time was highly valued in supporting collaboration, it is one of the most limited 
resources within services. Concern was expressed relating to whether the PNM would be 
practical given time limits. According to Delia (interview, female, practitioner), “I think the 
factors would be whether they would-we would have enough time depending on the client’s 
own narratives and how much they explore in each-each, uh, section.” 
Time was reported to facilitate the development of trust, which was reported to enable 
more meaningful engagement.  
 
I think that I would need to know someone enough, which is a bit subjective… I need 
to feel a certain level of comfortable, and I know that wouldn’t mean, like, we’re best 
friends at the shop or whatever, but someone that I could trust, you know, to an extent 
to be able to go through it. (Interview, Jane, female, lived experience) 




Limited time can lead to limited perceived collaboration, including limited 
opportunities for explanation, as well as frustration. According to Jane’s survey response 
(female, lived experience), “It always felt like a rush to be in and out. I had a care plan and 
was involved in its development, but it felt like the professionals just wrote it for me to be 
honest.” In her survey response, Ursula (female, lived experience) echoed this: “It was all 
decided for me. I had limited time or knowledge of being able to voice a preference.”  
 
9.5.2.3.2 Concrete Ways to Provide Support. Participants offered concrete ways to 
provide support for meaningful collaboration. This included being asked “what did I want to 
do next/what do I think would be helpful for me?” (Hilda, Survey), and support to “[Reach] 
conclusions on my own…to feel more involved and that would increase my overall 
engagement” (Survey, Alice, female, lived experience).  
 Some participants with lived experience emphasised relational support. According to 
Delia in her interview, “The things that really worked were, um, not the talking but the 
listening and the actually being heard, body language, you know.” 
 
9.5.2.3.3 Barriers to Service User Collaboration. Both staff and lived-experience 
participants also discussed the barriers that may impede meaningful service user 
collaboration in the PNM, which parallel wider barriers to collaborative treatment in other 
settings and using other models.  
 This included service user capacity for reflection, referred to as ‘insight’ in more 
clinically oriented literature: 
 
I've been thinking about the meaning about yourself that you’ve taken, that is a heavy 
question. I was just wondering in terms of the-the client group is – would they 
necessarily have that insight? (Interview, Richard, male, both practitioner and lived 
experience) 
 
‘Active passivity’, which is a DBT term “described as a tendency to approach 
problems passively and helplessly instead of actively and with determination” (Falklöf & 
Haglund, 2010) was reported by a subset of staff and service users to likely impede 
motivation to participate in treatment. Richard (interview, male, both practitioner and lived 
experience): “Sometimes you come across clients that basically say, you know, I don't I don't 
wanna get involved in this; you know, just-just cure me. Just problem solve my stuff for me.” 
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If I was feeling wilful, then I wouldn’t use it, if you know what I mean? Like, if I was 
feeling like I want somebody else to fix this for me; I don’t want to talk about my 
problems; I want a quick solution, something I’ve done in the past, I wouldn’t even 
look at it. (Interview, Jane, female, lived experience) 
 
Trust was also thought to impede willingness to engage in collaboration, which was 
thought to be a barrier more likely to occur with service users with a lengthier history of 
relational difficulties: 
 
There’s always going to be some people that aren’t interested and so they’re not going 
to play ball. But I think with those people, I think – I don’t want to make assumptions 
or generalise, but it’s distrust, it’s, um, they’ve never wanted to, had the opportunity 
of actually being listened to when they open up, or they’re scared; they’ve buried it so 
deep. (Interview, Chloe, female, lived experience) 
 
Interestingly, one participant reported that to expect service users to actively engage 
in their treatment may be experienced as onerous or burdensome: 
 
There doesn't seem to be a way of [addressing] this without burdening the service user 
with having to also learn different methods and manners of treatment when they 
evidently are burdened enough (Survey, Olivia, female, practitioner and lived 
experience). 
 
Another participant indicated that practices deemed to be collaborative on the surface 
(Grundy et al., 2016) may not be sufficiently so. 
 
I was told what my care plan was and asked if that was okay without being given 
more options. This can be difficult for some people, as saying it's not alright could be 
anxiety-inducing to them. Being able to talk through it more in a more in-depth way 
with more options would have been beneficial (Survey, Yasmine, female, lived 
experience). 
 
9.5.2.4 Narrative and Talking About Past Events Distressing. Risk as it relates to 
the application of the PNM was often discussed by participants. Generally, the risk was seen 
to emerge from discussion of past experiences given the prevalence of prior trauma and abuse 
in mental health service users (Sweeney et al., 2016). Participants spoke of both the 
likelihood and nature of the risk posed as well as methods to manage this risk.  
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9.5.2.4.1 Risk Relating to Timing and Destabilisation of Service User. A practitioner 
participant indicated they would gauge the likelihood of a negative impact of discussion of 
past experiences in deciding how in depth or even whether to broach the topic of past 
experiences with a service user. According to Delia, “It depends on what their presenting 
difficulties are. If they’re presenting with high risk … I wouldn’t encourage them to talk so 
much about their past experiences for the fear of further destabilising them.” 
Service users as well as staff indicated this should be a consideration, with one 
participant with lived experience indicating that on reflection, in her past, she may not have 
been in a position to engage in the PNM without experience a high degree of emotional upset.  
 
I would probably check beforehand, like, element of risk, I suppose. Like, obviously 
that depends on the timing of the person and where they are. You know, at certain 
points in my, you know, mental health world, there’s no way I could’ve talked about 
my history without it causing some significant distress. (Interview, Jane, female, lived 
experience) 
 
 The acknowledgement of the possibility of distress or even re-traumatisation resulting 
from exploring past experiences was said to be a strength of the PNM: “Re-traumatisation 
risks were taken into consideration resulting in a great strength, as it is a real possibility” 
(Survey, Julian, male, lived experience). 
 
9.5.2.34.2 Support For Distress Caused by PNM. A few participants offered 
suggestions for support regarding the potential distress caused by reviewing past experiences. 
Suggestions included a warning of potential distress or offering telephone support lines such 
as the Samaritans.  Jane suggested slightly more personalised options, including the option to 
access a PNM-trained practitioner via: 
 
A direct line sort of thing within set boundaries, you know, nine to five, Monday to 
Friday if you wanna discuss. Or maybe like a more – not like a questionnaire, but you 
know what I mean, like when you have a very brief sort of set sort of questions to 
make sure the person’s, like, okay to leave sort of thing. (Interview, Jane, female, 
lived experience) 
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9.5.2.5 Possible Applications and Adaptations of the PNM. Participants offered a 
variety of applications for the PNM. This included specific applications or contexts, 
including “family-type therapy” (Chloe), “perinatal [teams]” (Chloe), and “reflective practice 
or supervising” (Jessica). Another participant suggested that “CPNs [community psychiatric 
nurses] would love this” (Survey, Lindsay, female, practitioner). 
 Ursula, a participant with lived experience, suggested including a PNM template with 
the questionnaires sent to service users in advance of assessments via the NHS. Another 
participant suggested a much broader implementation: 
 
I feel that this model needs to be used widely across psychiatry, psychology and 
nursing. There is a massive gap in formulation within care coordination and I feel this 
lengthens the episodes under services by a large margin (Survey, Richard, male, both 
practitioner and lived experience). 
 
9.5.2.5.1 Tailoring Approach to ‘Disorder.’ There were some conflicting 
perspectives relating to whether it is advantageous or desirable to adjust the PNM according 
to the ‘disorder’ or difficulties experienced by service users.  
 One practitioner participant indicated the PNM would likely require alteration to be 
suitable for application to service users with a diagnosis of personality disorder.  
 
As a general model is has a lot of strengths; however, there would likely need to be 
additions for PD [personality disorder] clients (for example, some of the dialectical 
dilemmas which are in the BPD formulation) (Survey, Richard, male, both 
practitioner and lived experience). 
 
Another practitioner participant indicated that her judgement relating to adjusting a 
therapeutic approach according to the service user’s particular challenges is relatively 
flexible.  
 
I think it depends which – I mean, I don’t like saying ‘disorder,’ [but] I think it just 
depends on what disorder it is. So, uh, if I exclude psychosis… yeah, I share the 
formulation but I think it’s so individual as well. (Interview, Jessica, female, 
practitioner) 
 
Some participants with lived experience indicated they did not appreciate 
practitioners using diagnosis to guide their approach to care as they found it limiting. Given 
that diagnoses such as BPD are described as ‘heterogeneous’ and are believed by some to 
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present via various subtypes (Hallquist & Pilkonis, 2012), this does beg questions relating to 
how best to approach and make sense of complexity. According to Zoe’s survey response 
(female, lived experience), “[I prefer a] more personal analysis of what I am facing rather 
than a general overview of what experiences most people would be facing that are diagnosed 
with the same disorder.” 
 
9.5.2.5.2 Using PNM on One’s Own. A subset of service user participants reported 
they could see themselves using the PNM on their own: 
 
Uh, I imagine it – when I first doing it – I could imagine this applying quite well for 
myself. That’s why it, of course with a professional, that’s I think the standard way of 
using it, but why I liked it is because I realised that I could be using it by myself. 
(Interview, Karen, female, lived experience) 
 
However, one participant cautioned that this may result in a limited narrative.  
 
The patient has power in the choice of where and what to focus on and although it is a 
strength for the model and results in an empowerment for the service user it may also 
lead to an oversighting of causal problems that the individual does not consider major, 
although they might be. This, though, may be simply fixed by an expert clinician and 
their developed ability to spot causal traumas. Therefore, it may not be easily 
applicable by anybody (Survey, Julian, male, lived experience). 
 
9.6 Contrasting Qualitative and Quantitative Data  
Participants further explored the topic of the risk possibly introduced by the PNM, 
although this was considered in terms of implementation. The risk posed by the exploration 
of past experiences was seen as an important consideration for both service users and staff; 
however, service users valued the opportunity to explore past experiences and have this 
understanding play a part in the wider formulation. In the quantitative survey, 78.6% of 
participants with lived experience indicated the last time they had received services, they 
were encouraged to tell their story. However, in interviews with participants with lived 
experience, it was indicated that an understanding of these experiences did not inform 
subsequent treatment and thus at least in some cases a more holistic approach may be 
appreciated.  
Related to a gap in whole-person care provision is the finding that 71.4% of service 
users had not discussed personal meaning with staff in previous experiences of care and 50% 
felt only ‘somewhat’ or ‘not at all’ involved in their care-planning. Thus, the PNM with its 
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focus on meaning and supporting collaboration, has the potential to support the 
implementation of these practices.  
 
9.7 Discussion 
This research was intended to address aim 4) to explore the acceptability of the PNM 
for wider stakeholders and solicit suggestions for its implementation, including any suggested 
improvements. The following research question was addressed: 
5. What are wider stakeholder (clinicians and/or individuals with lived experience of 
mental health difficulties) views of the PNM and its acceptability?  
9.7.1 Acceptability 
A subset of acceptability themes align with key domains of the acceptability 
theoretical framework (TFA; Sekhon et al., 2017). For example, the TFA’s affective attitude, 
perceived effectiveness and ethicality, map on to ‘PNM is ‘very good,’ ‘Predicted practical 
utility of the PNM’ and ‘PNM as somewhat inclusive’ respectively.  
Overall, the PNM was received positively, particularly with respect to its strength 
focus, although some participants did express some concerns about applying the PNM 
uncritically. Some participants felt the mere suggestion of strengths for some service users 
can be experienced as invalidating and others may struggle to identify strengths or find this 
process distressing. Robertson and colleagues’ (2018) findings support this, and further 
support the difficulty of identifying positive aspects about oneself. For her thesis, Robertson 
developed a recovery narrative and an autoethnography; in a reflection of her experience, she 
stated “I had to search for the right words. Reframing was difficult! However, the reflection 
and reframing that I did as a result of developing these positive vignettes allowed me to 
consider the lessons that I have learnt over my recovery journey… Reframing had supported 
my renewed agency” (Robertson et al., 2018, para. 20).  For Robertson at least, searching for 
and reframing experiences as positive, while difficult, was rewarding.  
Relating to aspects of the PNM and how they may be perceived or approached by 
practitioners, a degree of professional silo-ing was suggested to exist, specifically amongst 
nurses and psychologists. While interdisciplinary educational gaps have been reported in the 
literature, the barriers identified tend to relate to differences in curricula and finance rather 
than staff attitudes (Newhouse, 2010). One practitioner with experience as both a therapist 
and a nurse indicated that Psychology staff would be hesitant to incorporate physical factors 
within a psychological formulation while other practitioner participants suggested that nurses 
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may resist applying psychological formulation given their views of whose role remit this 
should fall within.  
Echoing the Poppy ward service user interviews (Chapter 6) relating to the practical 
value of care plans, participants with lived experience in this research indicated the PNM 
may offer a timeline or helpful record to look back on to reinforce progress and offer hope.  
An especially important discussion related to the PNM’s inclusivity relates to the 
feedback surrounding the need for additional input from various cultural groups and from 
individuals marginalised identities that are not often addressed in mainstream therapeutic 
models. Conyer (2020) calls for individuals such as herself (and me), who possess unearned 
privileges, to defer to groups or individuals with ‘cultural authority’ to avoid what Conyer 
(2020) calls ‘cultural competence’ which is considered a form of racism on its own by 
“conflating culture with ‘non-white’ racial identity” (p. 104).   
Findings relating to ensuring the cultural relevance of the PNM led to few concrete 
directions except to ensure a more diverse range of identities and perspectives was sought. 
Given almost all participants in this thesis were white or white-presenting, this is an entirely 
valid suggestion. As suggested by Faulkner (2020), mental health researchers need to be 
careful to avoid whiteness as the reference population to be ethical, effective, and support 
decolonisation within the mental health arena.  
 
9.7.2 Implementation 
Mirroring the results found in the focus group with Poppy ward staff, participants 
recommended the PNM is best embedded through ongoing support, training and overall 
investment in time and resources to adequately familiarise staff and ensure their comfort and 
confidence with the Model.  
Resistance was described by participants as a natural and inevitable reaction to 
proposed change and some staff may not be motivated to take it on. In addition to ‘stuckness’ 
and being overburdened, novel theories behind this resistance were offered, including some 
staff possibly feeling unmotivated to change due to a lack of professional ramifications. 
Shield and Ward (2001) lends support to this phenomenon reported by a practitioner staff 
member relating to nurse resistance to new practices: shortages of nurses means they can 
remain in role and that this security means they do not feel the need to take on ‘extra work,’ 
although Shield and Ward (2001) found that a lack of training opportunities partially led to 
the dissatisfaction of nurses in the first instance.  
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Paralleling the Poppy ward staff focus group findings, the importance of ‘selling’ the 
benefits of the PNM to staff was discussed. In this phase, participants spoke of ‘selling’ the 
PNM to address resistance, particularly in an inpatient setting. However, the general 
consensus was that some staff are more open to change and can be convinced through 
adequate motivations; for example, participants suggested providing practical examples, 
possibly incentives, and actively demystifying ‘formulation’ may influence staff. As staff in 
the Poppy ward focus group proposed, individuals may be most swayed by a new practice by 
doing it and experiencing its benefits.  
A serious concern expressed by some participants was that in pushing for change in 
some organisations, this can be perceived as threatening and can lead to change-seekers being 
ostracised or even be at risk of losing their job. The themes and subthemes related to staff 
resistance and time being in limited supply reflect wider discussions relating to the strain on 
the NHS. For example, the findings related to staff fearing to suggest change for fear of 
losing their jobs or bullying relate to a ‘climate of fear’ reported by Wilkinson (2015) who 
reports there being ‘shocking accounts’ of staff having raised concerns to management only 
for them to be ignored or mistreated. Thus, effective change may entail speaking directly to 
trusted other staff members and appealing to their desire to provide the best possible care for 
service users may be more effective than pushing for unpopular change. 
This research found that to facilitate meaningful collaboration, time is needed to 
effectively explain processes to service users and build trust. According to Sheldon (2011), a 
Mental Health Act Commissioner with lived experience, “You cannot impose involvement 
and, to be meaningful, involvement has to start with the service user. Sometimes this can take 
time. It requires the service user to be in control as much as possible. It requires listening, 
gaining an understanding of the individual, taking an interest, not judging or imposing 
values” (p. 21). The difficulty identified, again paralleling the Poppy ward focus group, is 
that time is one of the least available resources in services.  
An important finding that relates to staff focus group findings (Chapter 8) involves 
the perceived risks associated with narrative or addressing past experiences. While overall 
discussion of past experiences being offered as an option for users of the PNM were 
positively received by participants in the present study, both staff and service users did add 
the caveat that risk should be a consideration in broaching the topic. There has been criticism 
of the resistance to engage with risk in the literature (Marsh & Kelly, 2018). However, 
participants in this research did not outright advise against this practice, instead to gauge the 
timing of the service user in their recovery journey, whether their existing skills could 
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sufficiently support them should they become distressed, as well as the presence of support 
systems such as help lines or check-ins.  
The topic of timing as it relates to a service user or individual with lived experience’s 
recovery journey echoes the questions asked in Robertson and colleagues’ (2020) work on 
the development of personal narrative workshops to assist with recovery, which included: “Is 
there a particular stage of recovery that developing a personal narrative is more suited for?” 
(p. 488) and “Should developing a personal narrative be a one-off exercise or part of an 
ongoing part of an individual’s recovery process?” (p. 488). It bears mentioning there is no 
known affiliation between Robertson and colleagues’ ‘personal narrative’ and the PNM 
explored in this thesis.  
Participants offered suggestions for use of the PNM outside of the specialist inpatient 
ward setting it was developed for and within which it was originally tested. For example, as 
providing the scaffolding for supervision; assisting to resolve disputes between staff; and in 
family therapy. This suggests the PNM’s possible utility in a variety of settings, possibly 
without significant alteration.  
Despite the goal during the development of the PNM was for it to be applicable across 
psychiatric diagnoses, one staff member (Richard) both in the qualitative survey and the 
interview raised the concern the PNM would likely need to be modified to be applied to 
individuals with a diagnosis of BPD. This was the only population that was identified 
specifically as requiring modification, which may be a product of the work setting of 
participants involved in this research, which was primarily community mental health, 
although interviewees spoke of a more varied employment history. Specifically, Richard 
noted the need to include “dialectical dilemmas” in a formulation of service users with a 
diagnosis of BPD in the qualitative survey and spoke about the potential for a focus on 
positives and strengths to invalidate service users with a diagnosis of BPD, who may find the 
suggestion that they have strengths at odds with their own perspective and thus become 
distressed. A subset of service users indicated that tailoring an approach according to 
diagnosis would be experienced as restrictive. A more idiosyncratic approach is exactly what 
formulation aims to support (Macneil et al, 2012). 
Interestingly, relationships between staff and service users were rarely mentioned at 
any point in this data, even in the context of the therapeutic relationship. Trust in the context 
of supporting collaborative application of psychological interventions was not prevalent, and 
service users were primarily those who discussed this. This can be compared to Rushton and 
colleagues’ (2020) study on the acceptability of a telephone-delivered psychological 
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intervention which found the development of therapeutic relationships is an important aspect 
for service users. This may have been the consequence of this phase of the research being 
largely theoretical in nature and thus pragmatics were closer to mind.  
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10. Chapter 10 Discussion 
10.1 Chapter Overview 
This chapter presents an overview of the main findings of this research, synthesised 
from Streams 1 and 2. These findings are contrasted with existing literature and theories. The 
research aims and questions are then restated, followed by the central contributions offered 
within this research, including the contribution to knowledge, practical and methodological 
implications, as well as implications for practice and mental health services. Limitations of 
this research and suggestions for future research follow. The chapter concludes with a 
personal reflection.  
 
10.2 Key Findings and Comparison to Literature 
 The main findings from each empirical chapter and where they intersect are presented 
in Table 10.1. The following section contextualises these findings within the wider literature, 


































Summary of Intersecting Findings  
Findings 



















Importance of relationships: SUs with 
diagnosis of BPD 
X X   
Importance of informal relationships X X   
Importance of commitment to empowerment X X X X 
Importance of and barriers to collaborative care X X X X 
Time as an enabler of relationships and 
engagement 
X X  X 
Importance of staff specialist knowledge and 
education 
X X X X 
Alternatives like PNM could add meaning / 
coherence 
X  X X 
‘Selling' PNM necessary   X X 
PNM's strengths focus adds value   X X 
Risk presented by narrative and how to manage   X X 
 
10.2.1 Importance of Relationships 
Stream 1 participants, including both staff and service users, emphasised the 
importance of good relationships across the ward for a positive experience of care. Much has 
been written regarding the importance of the relationship between service users and staff and 
its foundation for interaction and support (Newman et al., 2015) as well as service user 
satisfaction (Sweeney et al., 2015). The following discussion centres on the findings within 
this research that reveals different facets than those typically described in existing research.  
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10.2.1.1 Good Relationships Between Staff and Service Users With a Diagnosis of 
BPD. In the context of the literature relating to relationships between service users with a 
diagnosis of BPD and staff, it is important to highlight Poppy ward staff rarely spoke of 
difficulties establishing relationships with service users (while acknowledging particular 
relationships may be stronger than others). The state of this relational landscape differs 
markedly from Bland and colleagues’ (2007) work, indicating that service users with a 
diagnosis of BPD “experience chronic feelings of emptiness that can cause dependency 
issues with the nurses, while simultaneously resisting developing a rapport with them because 
of the patients’ mood instability and previous negative experiences with relationships” (p. 
207).  
Paralleling staff reports of relationships with service users, service user participants 
reported generally good relationships with all staff members, although again indicating their 
relationships are particularly close with specific staff members. This contradicts some of 
what has been written about relationships between service users with a diagnosis of 
personality disorder, whose ‘intense’ emotions, according to Bland and colleagues (2007), 
vacillate between praise and ridicule of nurses; this instability leads to intense anger that may 
result in physical altercations. Bland and colleagues (2007) further describe the tendency for 
service users with a diagnosis of BPD to ‘split’ staff or appraise them as existing as 
absolutes: bad or good, where one group of staff are ‘idealised’ and the other ‘bad,’ and are 
‘ridiculed and berated.’ Again, there was no evidence of this occurring in Poppy ward.  
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10.2.1.2 Importance of Informal Relationships. The relationship between staff and 
service users was thought to be supported by informal or non-clinical time spent together 
away from the ward (see Chapters 5 and 6). This aligns with Hopkins and colleagues’ (2009) 
findings, who found service users value informal opportunities to connect with staff. The 
informal nature of this time spent together combined with the promotion of activities to 
counteract the boredom on acute wards widely reported in the literature addresses many of 
the concerns expressed from the service user perspective, as reported recently by Foye and 
colleagues (2020). Activities combined with staff involvement in these activities addresses 
the two main areas of importance implicated in inpatient service users’ experiences of 
treatment according to Walsh and Boyle (2009). Poppy ward staff’s equal emphasis on 
informal relationships varies slightly from the literature, with Delaney and Johnson (2014) 
finding that staff tend to place a higher emphasis on engagement with service users, which is 
a slightly different construct and implies a more professional connotation. The description of 
activities and relationships by staff and service users are akin to that of friendship, which was 
reported by Molin and colleagues (2016) as well as Lilja and Hellzen (2008), who found 
service users crave every day, friendly activities (similar to findings by Jones et al., 2021) but 
this often being denied. Molin and colleagues’ findings (2016) indicate these kinds of 
ordinary interactions are frequently disparaged in service contexts.  
 
10.2.2 Importance of Commitment to Empowerment 
Participants from all empirical phases of data collection identified meaningful 
collaboration as important for positive experiences of care, emphasising the importance of 
engaging service users in their own recovery process. Although no participants referred to 
this process as SDM, their descriptions nevertheless support its operation. On Poppy ward, 
SDM practices included encouraging service users to take responsibility for their own risk 
and being supported to become independent through learning practical skills such as cooking 
and budgeting (see Chapters 5 and 6). This process of empowerment diverges from much of 
the literature relating to first-hand experiences in the inpatient setting. Independence such as 
that which appears to occur in Poppy ward suggests an alignment with a recovery principle of 
gaining independence. As Stickley and Felton (2006) suggest, mental health professionals 
cannot ‘do’ or ‘provide’ recovery; “this is not something that can be ‘done’ to a person, it is 
something that users must do for themselves” (Repper, 2000, p. 581).  
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10.2.2.1 Importance of and Barriers to Collaborative Care. Participants from all 
phases of the research emphasised the importance of collaborative care, whether this related 
to decision-making on medication (see Chapter 6); the provision of thorough explanations 
(see Chapter 9); or best practice involvement (see Chapter 8). The following discussion 
focuses on an interesting divergence between Poppy service user and staff findings relating to 
care-planning.  
Contrary to much of what has been reported in the literature relating to service users 
feeling insufficiently involved in care plans (Walsh & Boyle, 2009), at Poppy ward, service 
users expressed overall satisfaction with care-planning processes: they felt involved and able 
to direct the care plan. Choice aligns with one of Grundy and colleagues’ (2016) identified 
key features that support meaningful service user involvement in care-planning. This pattern 
of experience digresses from that reported by Simpson and colleagues’ cross-national mixed-
methods comparative study on care-planning (2017) who found that service users felt they 
had not been genuinely involved, particularly relating to risk-planning, despite staff 
awareness of its importance. Also contrary to the report by Simpson and colleagues (2017), 
Poppy ward service users expressed finding good utility of care-plans. 
An important finding was the difference between Poppy ward staff and service users’ 
experiences of care-planning. While staff also indicated they felt the care-planning process 
was collaborative and that service users were able to direct care plans, they were less certain 
about its utility. Staff expressed critical attitudes towards the care-planning as a ‘tick box 
exercise’ that offered little added benefit for service users or bearing on the care carried out. 
This aligns with what has been found previously regarding both staff and service user 
attitudes towards care-planning: that it is a process that serves the agenda and needs of 
organisations but that has little to no bearing on the day-to-day lives of service users (Brooks 
et al., 2018).  
Existing research may be helpful in illuminating the apparent disconnect between the 
perception of staff and service users towards care-planning processes: it may be that for 
service users and carers, as was found by Bee and colleagues (2015), a high value is ascribed 
to the relational components of care-planning; this is somewhat backed up by Reid, and 
colleagues’ (2018) finding the process of care planning is equally as helpful for recovery as 
the care plan’s contents. For staff, however, practicing within the DBT framework, or an 
‘explicit model of care’, which otherwise supports staff to feel effective and boosts morale 
(Bowles et al., 2001), means that care-planning can be perceived to be disjointed from DBT. 
This may lead to a failure to link care-planning to their overarching philosophy and thus care-
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planning becomes a “bureaucratic process with limited scope for clinical engagement or 
development” (Isobel & Edwards, 2017, p. 88).  
 
10.2.3 Time as an Enabler of Relationships and Engagement 
Participants in Streams 1 and 2 (Chapters 5, 6, and 9) spoke of time as an enabler of 
relationships and service user engagement. Given the year-long admission at Poppy, time was 
seen as a facilitator. Poppy staff spoke of time allowing opportunities to build relationships 
while Poppy ward participants spoke of time supporting them and staff to ‘figure each other 
out.’ The year-long Poppy admission, although standard by DBT conventions (Rudge et al., 
2020), is, however, not always feasible in other non-specialist settings. Flynn and colleagues 
(2021) reported one of the major challenges of the implementation of DBT in ‘real world’ 
settings is lack of time. Given the importance of time spent together as reported by service 
users and staff more generally (see Chapter 2) and evidence that both higher quality and 
quantity of time may facilitate staff viewing service users as ‘whole people’ (Topor & 
Denhov, 2012), a major factor in the positive experience of Poppy ward may simply be the 
luxury of time and its facilitation of more therapeutic contact.   
Poppy service user participants also spoke of needing the available time to adjust to 
Poppy’s programme, including responsibilities for recovery and risk. Participants from 
Stream 2’s online phase tended also to emphasise time and patience as important for 
meaningful engagement but this being curtailed given its limited availability. Although time 
is a recognised barrier to positive experience of inpatient care (see Chapter 2), an implication 
of the findings here is that beyond building a therapeutic relationship, time is also required 
for meaningful collaboration (taking time to explain processes, gain trust in a professional’s 
integrity, and generally facilitating the service user’s comfort). Although time and patience 
have been identified as important contributors to person-centred collaboration in mental 
health care (Bee et al., 2015; Sommerseth & Dysvik, 2008), it is typically entrenched in a 
wider discussion relating to the therapeutic relationship rather than as key facilitators of 
collaboration on their own.  
 
10.2.4 Importance of Staff Specialist Knowledge and Education 
Another emphasis from each empirical phase was staff training; for Poppy ward 
participants, this referred to specialist skills and experience with service users with a 
diagnosis of BPD. Research (Stapleton & Wright, 2019) demonstrates that this is particularly 
important to avoid stigma-based attitudes towards and subsequent treatment of service users 
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that may be damaging. Aligning with Bland and colleagues (2007), staff education may 
support positive attitudes towards service users and support working effectively alongside 
them. As Bland (2007) indicates and as staff at Poppy ward emphasise, reflective practice 
and supervision are likely key alongside training.  
Poppy ward service users appeared to experience the benefits of staff maintaining 
their ability to be present and eschew harmful beliefs about behaviours relating to individuals 
with a diagnosis of BPD. Participants emphasised staff both listening to them and imparting 
skills in managing their difficulties, in line with Hopkins and colleagues’ (2009) findings that 
inpatient service users’ main areas of concern include access to knowledgeable, empathetic 
staff and Walsh and Boyle’s (2009) finding that inpatient service users want information. The 
finding that service users specifically value a combination of being taught DBT skills 
alongside being listened to and understood, is an important one that adds nuance to the 
literature. Participants from the online acceptability phase, practitioners and those with lived 
experience alike, emphasised ongoing staff support and training to effectively embed the 
PNM in services; one-off training sessions were not seen as sufficient or likely to lead to 
meaningful change. 
 
10.2.5 Alternatives Like PNM Could Add Meaning and Coherence 
Some participants from Stream 1 and 2 (Chapters 5, 8, and 9) felt the PNM offered a 
different and valued way to practice. As noted in Chapters 5 and 8, the PNM was contrasted 
to Poppy’s use of the DBT model. While participants valued their existing practices which 
they also believed to be positively experienced by service users, they nonetheless indicated 
that narrative and meaning would be appreciated additions for some service users. 
Participants in the online acceptability phase (Chapter 9) indicated that a more psychosocially 
based understanding of mental health challenges would also be valuable. These findings 
appear to align with those reported by the SHIFT Recovery Community (2020), whose 
members published an article detailing the value of the PTMF in introducing the means to 
reframe their experiences, which they found empowering and therapeutic. In the UK context, 
dropout rates from DBT therapy are high (up to 67%; Zinkler et al., 2007) and thus, further 
investigation into factors that can enhance retention are justified, including the use of 
narrative.  
 Poppy ward staff from Chapter 9 also indicated the PNM could also possibly support 
PRT and add value to the care-planning process. Examples exist relating to the use of 
formulation to guide service user care and influence the wider culture (see Chapter 7). These 
THE IMPORTANCE OF BEING HUMANE 
 
 202 
results suggest staff who feel their current processes are of little practical value may consider 
practices such as the PNM to support theoretical coherence such as that discussed above in 
Section 10.2.3.  
 
10.2.6 ‘Selling’ the PNM Necessary 
Stream 2 participants spoke about the need to ‘sell’ the PNM (see Chapters 8 and 9), 
either through emphasising its to benefits to staff, service users, or both. Chapter 9 
participants predicted staff resistance and how to manage this, with a focus on inpatient 
settings. Resistance was described as a natural and inevitable reaction to proposed change 
and some staff may not be motivated to take it on for various reasons (see Chapter 8).  
One practitioner participant described facing such resistance to her attempts to effect 
change that she felt her job security was at risk. Although this sort of perceived threat has not 
been widely reported in relation to organisational change literature, certainly discouragement 
is prevalent, such as that described by Collins (2018), where a staff member was discouraged 
from taking on what was conceived of as ‘extra work’ by colleagues but that she (and 
eventually the Trust) believed provided an enhanced, more ethical service. A similar 
experience was reported by clinical psychologist participants in Cook, Smythe and 
Anscombe’s (2019) study who felt their proposals of psychosocially based understandings of 
mental health difficulties led to being ostracised by other professionals, or that they were 
‘stepping out of line’. Laker and colleagues (2019) offer explanations relating to what factors 
influence resistance towards change in the acute setting. They found that emotional 
exhaustion predicted low motivation to take up change, that low confidence was related to 
higher rates of depersonalisation, and overall, direct care staff expressed more powerlessness. 
Allan and colleagues’ (2014) findings reported attitudes towards change in the NHS 
in the context of a restructuring of service delivery. Interestingly, most participants agreed in 
principle about the need for restructuring but found its imposition distressing given the little 
control they had over its implementation. It is therefore possibly the means by which change 
is delivered and how sensitively it is implemented that makes a difference for resistance. 
Working with Poppy staff more closely to develop the training and implementation may have 
facilitated greater uptake of this research.  
 
10.2.7 PNM’s Strengths Focus Adds Value 
The emphasis on positives and strengths throughout the PNM was welcomed by a 
majority of Stream 2 participants. Practitioners, individuals with lived experience, and those 
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who identify as both indicated they found it powerful to acknowledge positive aspects of 
oneself, and to reframe reactions to challenges as adaptive or survival tools. The focus on 
strengths while acknowledging difficulties was especially remarked on and thought to be 
helpful, which echoes some of what Poppy ward staff expressed.  
In the PNM training sessions, Poppy ward staff flagged the identification of positives 
and strengths may be laborious with service users diagnosed with BPD; this was echoed in 
Stream 2 with one participant suggesting a service user with a diagnosis of BPD may find the 
suggestion of positive qualities as invalidating. This concern is echoed by Walsh and 
colleagues (2018) whose study on factors that might affect the acceptability of an online 
positive psychology intervention found that for participants experiencing depression and 
anxiety, a treatment based on positive psychology could lead to them feeling belittled, 
misunderstood and dismissed and ultimately discourage their engagement. There was a need 
for their painful feelings to be validated. The PNM is intended to provide such validation; 
however, as it has not yet been tested with service users, it is unclear whether this will 
translate to actual experiences of it.  
 
10.2.8 Risk Presented by Narrative and How to Manage 
Participants Stream 2 identified the potential for negative aspects of the PNM. This is 
unsurprising given the inclusion of past experiences in the Model and the prevalence of 
trauma, abuse or other painful experiences amongst those who access services. Amongst the 
few studies exploring service users’ experiences of formulation, the literature confirms the 
potential for formulation (Redhead et al., 2015; Yeandle et al., 2015) and narrative 
(Robertson et al., 2020) to be distressing. Participants with lived experience from the Stream 
2 online phase indicated their willingness to participate in a discussion of past experiences 
depended on where they were in their recovery journey, specifically if they had the skills to 
endure the distress that recounting trauma could incur.  
Kantor and colleagues (2017) found that trauma survivors (who form a high 
proportion of those who attend inpatient mental health services) may feel apprehensive about 
accessing mental health services for the very reason that they wish to avoid reminders of their 
trauma or about dealing with particular memories during treatment.  
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10.2.8.1 Risks of Being Pushed Into Particular Narratives. According to the 
literature, aside from the process of rehashing potential abuse and trauma, formulation can 
pose the risk of imposing unhelpful (DCP, 2011) or inaccurate messages or narratives 
(Redhead et al., 2015). Charlesworth (2010) indicated that service users can also feel 
distressed by the pressured to assign blame to others or perceive they are being framed as 
weak.  
 
10.2.8.2 Risks of Not Discussing Narrative. This study also found that several 
participants with lived experience indicated they would have found an exploration of past 
experiences helpful and regretted being denied this opportunity. Moreover, Elliott and 
colleagues (2005) indicate that by not talking about past traumas or adverse events, this 
introduces a risk of re-traumatising service users. They argue that denying individuals the 
opportunity to discuss past experiences may parallel service users’ experiences of being told 
not to tell anyone about the abuse; imply the service user exaggerated what happened; or that 
revealing it can make it worse. Staff conveying unwillingness to discuss previous trauma can 
also effectively limit the therapeutic relationship (White & Morris, 2019). It is important to 
note that not all service users may wish to disclose or discuss trauma, however (Hodgetts et 
al., 2007). 
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10.2.8.3 Staff Reservations Relating to Narrative. The staff who participated in this 
study indicated a similarly nuanced perspective. Discussion of service users’ historical events 
was noted by Poppy staff in Chapter 8 as possibly problematic due to the potential for 
uncovering trauma. This was expressed in the PNM training sessions and in the staff focus 
group. Practitioner participants from Chapter 9 tended to be more open to the discussion of 
past experiences, including trauma, although this was dependent on the emotional stability 
and recovery level of service users. Poppy ward staff expressed concern about potentially 
reintroducing trauma by discussing past experiences, which was thought to possibly exceed 
some staff’s capacity to manage the resultant emotional fallout. This may not be surprising 
given that according to Bland and colleagues (2007), “treatment staff must keep the patients 
focused on reality and present all interactions as occurring in the present, not in the past” (p. 
207) in relation to working with service users with a diagnosis of BPD. Prominent models 
used within the NHS include ACT and CBT take on a similar approach, discouraging any 
‘looking back’.  
As explored in Chapter 8, beyond concern for service users’ welfare, staff may also 
be motivated to avoid the subject of possible past traumas due to a lack of confidence in their 
clinical skills in containing such a conversation or lack the support to maintain their own 
emotional safety. As Charlesworth (2010) argues, staff may feel overwhelmed by the 
devastation of service users’ life histories which may result in ‘paralysis’ and a position of 
‘therapeutic nihilism.’  
An awareness of the broader organisational culture that generally discourages staff 
from taking such a risk may also impact staff willingness to engage with service users 
regarding their histories. Scott and colleagues (2011) contend that “Western mental health 
care has shifted from a ‘therapeutic consciousness’ to risk consciousness” (Felton & Stickley, 
2018, p. 55). As argued in Chapter 8, risk averseness and blame culture exists in the NHS and 
may indirectly impact on staff willingness to ask questions about service users’ histories, 
possibly leading to service user experiences of staff being uninterested in hearing about or 
integrating an understanding of trauma throughout care (Sweeney & Taggart, 2018).  
It is undeniable that engaging service users in conversations relating to past 
experiences introduces risk. Nonetheless, an unwillingness to explore past experiences to 
better understand oneself and more effectively plan for the future conveys risk-averseness. 
Risk averseness has been criticised (Stickley & Felton, 2006) for neglecting to consider the 
possibility for positive consequences of risk-taking, including growth and healing. As Marsh 
and Kelly (2018) argue, to deny service users the ability to take risks is to deny them dignity. 
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As described to Jennifer White (2020) by a service user “I want more to life than just being 
safe.” Supports for narrative or formulation practices were discussed in Chapter 9.  
 
10.3 Conclusion 
10.3.1 Aims and Research Questions 
This research aimed to first explore the experiences of staff and service users on a 
positive practice ward to establish how a formulation model could best support and extend 
this model of care. This informed the development and acceptability testing of a 
collaboratively developed model of formulation, the PNM.  
 
10.3.1.1 Stream 1. This stream sought to explore the questions, in line with the 
critical realist case study approach (Easton, 2010): 
1. What factors do MDT staff believe are involved in the operation of Poppy ward as a 
positive-practice specialist ward for service users with a diagnosis of personality 
disorder? 
2. What factors do service users believe are involved in the operation of Poppy ward as a 
positive-practice specialist ward for service users with a diagnosis of personality 
disorder? 
 
10.3.1.2 Stream 2. This stream sought to describe the development of the PNM, its 
acceptability within an applied specialist ward, and explore wider perspectives toward the 
Model to further develop and validate its acceptability and relevance. This stream asked: 
3. What does a model of psychological formulation, collaboratively developed alongside 
local stakeholders to address their needs, look like? 
4. What are specialist inpatient staff views of the PNM and its acceptability? What are 
the enablers and barriers? 
5. What are wider stakeholder (clinicians and/or individuals with lived experience of 
mental health difficulties) views of the PNM and its acceptability and 
implementation?  
 
10.3.2 Overall Contribution to Knowledge 
Research relating to positive experiences of specialist care for staff and service users in 
the UK is scarce; this research goes some way to address this. Results confirm that service 
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users wish to be treated with humanity to positively experience care. Specifically, service 
users appreciate a sense of community; opportunities to interact with staff casually; to 
develop good relationships; feel their strengths are supported; and work collaboratively with 
staff on their care. Service users appreciate individualised care and staff seek to provide this. 
Results confirm staff and service users should be given the option to understand mental 
health through a lens that is most helpful for them. The findings relating to the experience of 
care-planning offer a contrast to the literature (Simpson et al., 2017) as Poppy ward staff and 
service users diverge somewhat in their experiences of care-planning where staff were critical 
of care-planning and viewed it as a ‘tick box exercise.’  
One of the first models of psychological formulation to be developed collaboratively, the 
results indicate the PNM supports positive care by addressing aspects deemed important by 
service users and staff alike and has the potential to add meaning to care-planning. The PNM 
offers a way of supporting collaborative care-planning and formulation and supports the 
development of therapeutic relationships through an improved understanding. These features 
were deemed acceptable by participants in Stream 2 and much of the feedback relating to 
barriers and enablers overlapped in the studies, which offers insight for future researchers and 
application in other settings. Possible challenges of implementing the PNM are identified as 
well as ways to address them. 
 
10.3.3 Stream 1 
Positive practice or ‘what works’ is not often explored in research (Acford & Davies, 
2019), particularly within specialist inpatient services for service users with a diagnosis of 
BPD; thus, this thesis offers a contribution to knowledge through a focus on positive practice 
within such an environment. The findings of overall positive experiences, particularly for 
service users, diverge from previous research suggesting a higher prevalence of negative 
experiences of treatment for service users with a diagnosis of BPD in the UK (Stapleton & 
Wright, 2019).  
This thesis also addresses the scarcity of research into the application of SDM and 
PRT in an acute setting (Beyene et al., 2018; Just et al., 2021). This research examines the 
perspectives of staff and service users who work and live on a ward that implements both 
SDM and PRT. Both groups reported shared responsibility for risk, recovery, and decision-
making related to care. An important illustration of shared decision-making on this ward was 
the example of service users feeling they had a meaningful influence regarding their 
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medication, an area of decision-making that typically remains within the remit of 
psychiatrists (Slade, 2017). Service users generally indicated they felt staff engaged with 
them in a truly collaborative way, demonstrating the challenges in implementing PRT 
described in the literature can be addressed successfully (Just et al., 2021). These findings 
serve to illustrate conditions that sustain these practices in this particular applied setting 
(Gravel et al., 2006; Perestelo-Perez et al., 2011), including interpersonal relationships, the 
structured DBT modality, and a focus on continuing staff education.  
Results from this research reinforce the importance of relationships for staff and 
service users. The importance of relationships has been well documented; however, this 
research found unexpected features of relationships between staff and service users as well as 
between service users. Staff and service users spoke of a lack of separation between them as 
groups as well as a ‘flattened hierarchy’ which while arguably not truly achievable in the 
inpatient setting, is a perception that has been spoken of as a goal by existing research (Elliott 
et al., 2005). Again, both staff and service users spoke of having generally good relationships 
with others on the ward as well as a sense of community. Staff and service users spoke of 
time and activities spent together, which seemed to help build a sense of community and 
familiarity not described elsewhere in the literature. In contrast with existing literature which 
indicates a peer support structure can naturally occur (Galloway & Pistrang, 2019), while 
service users tended to speak of their peers positively, they also intimated clearly defined 
boundaries relating to sharing their difficulties so as to avoid ‘triggering’ others. 
While previous research has emphasised staff knowledge and understanding of BPD 
due to its lack, this research confirms the presence of staff specialist training and knowledge 
are key for positive experiences of care for staff and service users. In this research, both 
groups emphasised knowledge of BPD and DBT in explaining positive experiences of care. 
Service users indicated that staff specialist knowledge averts the use of restraint via the 
encouragement of the use of DBT skills to manage the distress that may otherwise lead to the 
use of restraint. Interestingly, service users indicated that talking to or being listened to by 
staff by itself is limited compared to its combination with being taught skills. Staff 
emphasised both ongoing staff training as well as the DBT structure involving staff 
consultations and reflective practice.  
An important finding was that while Poppy ward service users were, on the whole, 
pleased with the care-planning process, staff were more critical. This is possibly due to the 
role care-planning plays for both staff and service users. For staff who participated in this 
research, echoing that reported elsewhere, it is a largely bureaucratic process (as Brandon and 
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Christopher indicated) for the purpose of audits while service users valued the opportunity to 
track and have a record of their progress. Research has also indicated care-planning can be a 
valued way to spend therapeutic one-on-one time with staff, which may also at least partially 
explain these positive experiences. A possible explanation from previous literature (Isobel & 
Edwards, 2017) is that theoretical alignment may be important for mental health staff, 
particularly for those whose organisations employ structured modalities such as DBT. For 
staff, the disconnect between care-planning with its absence of alignment with DBT results in 
frustration, with care-planning feeling meaningless as a result. For service users, alignment 
with the DBT model does not appear as consequential; service users in this study reported 
satisfaction with existing care-planning practices, the only suggestion for improvement 
related to its timing.   
 
10.3.4 Stream 2 
The PNM presents a contribution to knowledge as, to my knowledge, it is one of the 
first models of formulation collaboratively developed alongside individuals with lived 
experience of mental health difficulties (as well as through consultation with published 
models, local practitioners, and my supervisory team). The only known exception is the 
‘guided formulation’ model, the development of which authors indicated staff and service 
user feedback was sought but no further details provided (Yeandle et al., 2015). An iterative 
process resulted in the development of the final version of the PNM. The collaborative 
approach to Model development taken in this research sought to enhance the relevance and 
acceptability of the Model by grounding its features as closely as possible to the reality of 
service users’ experiences while observing stakeholder-reported parameters of services, 
minimising the risk of shoehorning stakeholder realities to conform to model developed 
based on theory alone (Spandler, 2021). Collaborating with the SUAG ensured service user 
perspectives and priorities were considered and provided an opportunity to ensure commonly 
encountered pitfalls were avoided and positive features of services supported. Given the 
Model is intended to be used transparently and collaboratively, this was paramount. 
There is little research relating to service user perspectives or experiences of 
psychological formulation. While this research did not investigate the first-hand experience 
of formulation practices, lived experience perspectives of the PNM itself as well as its 
acceptability add a valuable contribution to knowledge. Equally, staff perspectives relating to 
the acceptability of this Model with its focus on psychosocial influences adds an important 
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contribution to knowledge. The PNM was acceptable overall, with particularly favourable 
responses from online participants, 100% of whom indicated they found the PNM 
‘acceptable’ or ‘very acceptable’.  
Results from this research indicate the PNM may be perceived as a support to both 
SDM and PRT practices. Participants, particularly the online participants, reported favourable 
attitudes regarding the collaborative nature of the PNM and its position of valuing both staff 
and service user perspectives and expertise. Poppy ward staff indicated the use of the PNM 
may facilitate better knowledge and understanding of service users, thus supporting PRT on 
both an evidential and emotional basis.  
The aspects of the PNM that were highly valued by both service user and practitioner 
participants generally were those that the SUAG as well as the practitioners consulted during 
the Model development process emphasised, confirming the value of stakeholder consultation 
in addressing the needs of end-users. For example, the focus on strengths and positive aspects 
and their inclusion throughout the various aspects of the PNM (for example, viewing threat 
responses as a survival tool and thus a positive) was highly appreciated and indicates that 
although strengths-based models do exist, they may not be implemented or integrated 
extensively in services.   
The results of this research offer key lessons relating to possible challenges in 
implementing the PNM or other models of formulation within acute inpatient settings, as well 
as suggestions to manage them. Challenges expressed by staff in the online phase overlap 
significantly with those expressed by Poppy ward staff. For example, Stream 2 participants 
spoke of the need to support the implementation of a new Model such as the PNM on an 
ongoing basis to effectively embed it within everyday practice, as well as the need to ‘sell’ it 
to staff.  
An important and unexpected finding related to attitudes towards the risk presented 
by asking service users about their past, which was expressed by Poppy ward staff and 
echoed by both participants with lived experience and professionals in the online 
acceptability phase relates to the risk of distress posed by the development of narrative. These 
perspectives are explored and interpreted in the context of wider literature relating to the risks 
posed by formulation practices as well as organisational risk-averseness. Possible supports 
and considerations are offered.  
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10.3.5 Practical Contribution 
The difficulties implementing the staff training as well as the PNM itself within 
Poppy ward’s inpatient setting offers key considerations for future doctoral-scale research, 
including accounting for staff rotas, possibly offering additional resources, such as an online 
series of videos, documents, or examples to be made available to all staff in advance and after 
more in-depth training sessions. In addition, given the continuing need for physical 
distancing due to COVID-19, future training strategies could possibly make use of digital 
technologies such as online training modules to supplement in-person training. 
Qualitative feedback relating to training on psychological formulation has not been 
covered extensively in the literature. This research provides a valuable insight into what 
factors staff value in training as well as their perspectives relating to strategies to embed the 
model into everyday practice. Suggestions from Stream 2 qualitative and quantitative surveys 
alongside interviews additionally indicate that organisational factors can play a large part in 
the success of implementation. For example, it was viewed as essential to secure managerial 
support for a new practice such as the PNM. Although this research did have managerial 
support and data indicates staff, on the whole, found the PNM acceptable, Stream 2 
qualitative results indicate that other static factors such as the overburden of staff means that 
change happens very slowly and requires more resources than were available to this project.  
Many Poppy staff who participated in the research had not been exposed to 
formulation. Feedback was that it was ‘too much too soon’ for staff unfamiliar with these 
practices and given the difficulty for staff to consistently attend sessions that may have 
familiarised them with the concepts, it was understandable that staff did not report having 
applied the PNM. Buchanan and Shocolinsky-Dwyer (2016) offer ways to maximise the time 
spent training staff by first consulting them regarding what they wanted to learn about 
formulation. Doing so in this research may have led to further training sessions or further 
resources introducing the basics of formulation more extensively, which staff reported would 
be required (see Chapters 8 and 9). Buchanan and Shocolinsky-Dwyer (2016) also 
recommend that, if possible, a facilitator should be part of a staff team to reinforce the 
content in variety of contexts. This was not possible in this thesis; however, future research 
should take this into consideration as it likely would have been helpful. Sturmey and 
McMurran (2019) further recommended teaching formulation skills at an individual pace, 
which while incompatible with traditional group training sessions, likely would yield a 
superior understanding.  
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10.3.6 Methodological Contribution 
Despite the challenges of doing so with the limited resources available, the inclusion 
of the SUAG throughout this research (including ad hoc contributions before the SUAG 
proper was assembled) demonstrates the feasibility of meaningful involvement in research of 
this nature and scale. Although the SUAG itself was comprised of only three members during 
the development of the Model and two during the analysis and write-up of the data, the 
insight and critical feedback was invaluable in ensuring the relevance of the research, 
particularly given my ‘outsider’ status as a researcher.  
The SUAG’s involvement during the analysis phase involved a combination of 
approaches 2 and 4 of the ‘collaborative data analysis’ (CDA) framework (Jennings et al., 
2018) involving training and coding of all six service user interviews transcripts. The 
SUAG’s contributions added immeasurable value and often challenged my own 
interpretation of the data, adding a depth and richness to the analysis I could not have 
accomplished by myself. Their feedback being included throughout the Chapter 8 results, 
supported by the critical realist framework, also presents a form of methodological 
innovation.  
The case study of Poppy ward involving both staff and service user views aligns with 
the overall critical realist framework adopted for this research. By investigating the question 
of ‘what factors sustain Poppy ward’s positive practice?’ from multiple perspectives and 
identities, a closer depiction of ‘reality’ was arguably attained.   
Relating to Stream 2’s online phase of data collection, while Braun and colleagues 
(2020) argue that interviews in addition to qualitative surveys require the provision of a 
rationale, it is also the case that there are key drawbacks to online surveys that are addressed 
by interviews. For example, space and time restrictions may reduce the ability to convey 
nuance in a way I felt the interviews enabled. I was able to follow-up with questions directly 
as well as develop the rapport deemed important to rich data collection. I also found the 
interviews were longer during the online phase, probably at least somewhat due to 
participants generally being interviewed in the comfort of their homes and with the added 
control of being able to close our online video chat at their discretion entirely (no participants 
took advantage of this option).  
 




This research has several limitations. The final design, as a consequence of the need 
to conform to Poppy ward’s capacity, meant there were no longer term outcome measures. 
Service users did not undergo formulation sessions due to the absence of a clinical 
psychologist on the ward to facilitate individual formulation sessions, which limits 
conclusions relating to the PNM’s acceptability to service users.  
I, the researcher, conducted the training; I also collected feedback questionnaires, 
facilitated the focus group, and conducted the interviews. Despite attempts to reassure 
participants that regardless of the content of the feedback that this would not impact on how I 
viewed them, this was not likely sufficiently reassuring. While it would have been preferable 
for a neutral third party to disseminate questionnaires or facilitate the focus group, as the 
research took place on an NHS inpatient site, coordinating access via the relevant channels 
would have been cumbersome and beyond the already stretched timeframe.  
That participants from the Poppy ward staff focus group and online acceptability 
phases were self-selected may have had an impact on the findings is also a possibility. Poppy 
ward staff who attended the training may have had especially good or poor experiences of the 
training and were motivated to share; may have been more eager to attend professional 
development sessions or research in general; or had any other conceivable agenda that 
favoured a particular response, is a possibility. Those who participated in the online research 
may have had similar motivations, either desiring to express either decidedly positive or 
negative views. 
The sample sizes of each phase of this research would be considered small for Braun 
and Clarke’s RTA (Braun & Clarke, 2019a), which was used to analyse the results. While 
saturation was not the goal of the analysis as this is incompatible with the ‘big Q’ orientation 
of this research (Braun & Clarke, 2020), given the reflexive approach taken, a higher number 
of participants would have provided a broader perspective and likely added more nuance. For 
example, many of the instances of barriers or points counter to the dominant positive 
narrative relating to Poppy ward’s operation were articulated infrequently and therefore are 
not richly explored. Additional or lengthier interviews could have remedied this. That these 
dissenting opinions were often voiced by more senior members of staff is difficult to 
interpret. It may be these staff members felt more secure in voicing critique or they are privy 
to a more distant view of operations and therefore have a broader perspective.  
Interviews with Poppy staff and service users were relatively short due to time 
restrictions, although on par with Summers (2006), whose study on psychological 
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formulation in the acute setting involved interviews that lasted up to 20 minutes and others, 
including Boardman and colleagues’ (2018) interviews with HCAs that lasted between 15 
and 45 minutes and Galloway and Pistrang’s (2019) interviews with service users and staff 
that raged from 30 to 80 minutes (Galloway & Pistrang, 2019). Although most interview 
questions were asked and answered within this time, the brevity of the interviews were likely 
at least somewhat explained by the pressurised environmental cues (interviews took place on 
the ward) and likely had an impact on the depth or richness of responses. Again, given the 
interviews took place on the ward due to convenience for staff being interviewed in the same 
setting where they worked may have impacted on their willingness to give critical answers, 
regardless of the interviews taking place in a private room.  
A limitation of the Chapter 6 analysis was identified by the SUAG: I neglected to 
include the length of time each service user had been on the ward at the time of the interview 
in the demographic questionnaire. This may have been helpful in interpreting particular 
findings, such as whether length of time on the ward may have impacted service user 
reluctance to speak to staff (a noted phenomenon; Fox et al., 2001); however, amending the 
ethics application to secure this information would have been prohibitively time-consuming.  
The participant sample recruited to the study was overall small and homogeneous, 
with most participants identifying or presenting as white. Within particular phases of the 
research, this homogeneity was marked: service user participants in the interviews were all 
female and all white. Poppy ward staff participants were overwhelmingly white and mostly 
female, while almost all participants in the online acceptability phase were female. The 
SUAG recruited for this study was also white and female, as am I. The absence of racialised 
identities or individuals with non-white backgrounds in developing and exploring the PNM 
begs the question, “if research is done by white people on white people, then how relevant is 
it to people of colour?” (Faulkner, 2020, 18:45). The PNM’s applicability to non-white 
persons has yet to be evaluated and would require review by people with a wider range of 
experiences and race identities to ensure its relevance. The homogeneity of the sample also 
may have led to a culturally uncritical discussion and development of themes (Gilburt et al., 
2008; Woods & Alsawy, 2016). 
As outlined in Section 10.3.5, due to the nature of the inpatient ward rota and the 
limited time available to collect data, the training was not implemented as intended (see 
Chapter 7), with no staff members able to attend all four training sessions and most attending 
one or two sessions. The logistical difficulties of (a) training all ward staff; and (b) 
coordinating the training session so the same members of the staff team could attend all four 
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sessions were unanticipated. While I discussed means of ensuring interested staff members 
had the opportunity to attend sessions they had missed and the ward manager indicated her 
approval for these to be conducted individually through direct arrangement of the staff, the 
data collection schedule timing prohibited this. Future research should heed these results as 
well as the advice from Buchanan and Shocolinskiy-Dwyer (2016) relating to adapting to 
staff rotas and anticipating the logistical difficulty of training staff.  
An expert by experience was also originally recruited to co-facilitate the staff training 
at an earlier stage of the research (see Appendix A); however, due to personal circumstances, 
this was not possible and the training that went ahead did not allow sufficient time for this to 
be arranged. Future research should prioritise this both to ensure the perspectives of those 
with lived experience in applying the Model are conveyed as well as per participant feedback 
relating to the need for further service user input or testimony. In a similar vein, although it 
was recommended by the SUAG for an advocate affiliated with the Trust to be recruited as a 
co-interviewer to enhance data quality, this was beyond the scope of this research. This 
would have undoubtedly enhanced the rigour of the research process, given the presence of a 
peer may have elicited more honest, rich interactions (Gillard et al., 2010). During interviews 
with service users, the influence of a peer could also have enhanced the sensitivity of the 
direction of the interview. As it was, the interviews with service users were relatively short 
and there remains the possibility that a co-interviewer with perceived peer status may have 
acted to encourage discussion and sharing. 
 
10.3.8 Implications for Mental Health Services and Practice 
Given Poppy’s success in facilitating reports of high satisfaction in experience of the 
ward for both staff and service users, some of the concrete practices described the Poppy 
ward model may be operationalised on similar wards. For example, support for PRT and 
SDM appeared to occur through staff training on BPD, time spent together as a community, 
not searching service users, and preferring to accept voluntary service users. Some of these 
practices are more resource-intensive than others. Bills and Bloom (1998) found in their 
transformation of a specialist ward ‘from chaos to sanctuary’ that cultural transformations 
generally do not “require fancy techniques or expensive equipment, but rather a change at the 
level of system norms” (Bills & Bloom, 1998, p. 7). For example, it is possible that particular 
practices such as meals together, games between staff and service users, and discharged 
service users being invited back for weekly social hours (pre-COVID-19) creates the 
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conditions that allow for better relationships. These simple and low-resource activities may 
improve service users’ perception of being treated with humanity, as equals.  
These results also emphasise the importance of offering service users the option to 
explore their past and develop a narrative. Not all service users will wish to do so, and some 
service users will be best served by services as they currently exist. However, as argued 
above, denying service users who wish to understand themselves through the lens of previous 
events and how they currently affect them to move forward can lead to frustration at best and 
re-traumatisation at worst. Supporting staff to feel more comfortable to engage in this work, 
particularly that related to service users recounting trauma, is an important consideration but 
one in line with the call for trauma-informed services.  
The frustration experienced by staff relating to the bureaucratic, restrictive and 
therefore largely ineffective care- and risk-planning process defined by its ‘box-ticking’ 
approach aligns with the frustration expressed by White and Morrison (2019) relating to 
narrow, medicalised risk-assessment protocols that they feel can be limiting, damaging or 
even unethical in their denial of the humanity and complexity of individual circumstances. 
The move towards offering the option of a more person-centred, narrative-based approach 
was seen by these authors as an ethical imperative to both these authors and the participants 
in this study who expressed concern and wanted to offer a more individualised approach to 
treatment.  
 
10.3.9 Future Research 
The findings from this research present a foundation from which future research can 
proceed. The first relates to investigating whether a separate formulation approach is 
warranted for service users with a diagnosis of BPD. The PNM was developed based on the 
DCP good practice formulation guidelines (2011) relating to formulating based on an 
individual, not their diagnosis; in a similar vein, in a Delphi survey of specialist 
professionals, Brown and Völlm (2013) concluded any evidence-based model of formulation 
could be used, regardless of its theoretical model or whether it is integrative. However, 
formulation models have nonetheless been developed specifically for this population 
(Yeandle et al., 2015) and adaptations specifically for service users with a diagnosis of BPD 
were suggested research by participants in this research. Future research could investigate 
this apparent disconnect (see also Wagner et al., 2007). 
THE IMPORTANCE OF BEING HUMANE 
 
 217 
Future research could investigate the PNM from an inpatient service user perspective 
as well as evaluate outcomes related its implementation. This would add to the body of 
literature regarding service users’ experience of formulation more generally, which is 
currently lacking (Evans, 2020).  
Jones and colleagues’ (2018) systematic meta-narrative of the literature relating to 
mental health care planning and care coordination found an increasing trend for best practice 
ideals to be subverted by top-down organisational agendas, resulting in staff cynicism, 
particularly towards care-planning (Simpson et al., 2017) and which is echoed in this 
research. Given the results of this research suggest the PNM or other more narrative-based 
models may enhance the value of care-planning for staff specifically, future researchers may 
wish to investigate this further, particularly given the need for research to continue to 
investigate means to make care practices more individually responsive and to enhance the 
planning and coordination of services (Jones et al., 2018). The findings in this study indicate 
the absence of theoretical or conceptual alignment between the ward’s overall modality 
(DBT) and care-planning may create a disconnect which results in the perception of care-
planning as lacking meaning. Future research could investigate the value for staff, perhaps 
with an index of satisfaction, of using a more theoretically coherent formulation approach to 
provide intellectual scaffolding for the care-planning process.  
The major area staff felt could be improved relates to the CQC’s care-planning 
guidelines, which result in onerous, lengthy, and ultimately unhelpful documents. Staff feel 
the very guidelines in place to ensure person-centred care, in fact, hinder this very goal, 
echoing recent findings from other UK-based staff (Drummond & Simpson, 2017). This 
aligns with the need for ‘user friendly documentation’ identified by nurses in Anthony and 
Crawford’s (2000) study on service users’ involvement in care planning, and which echoes 
Drummond and Simpson’s (2017) findings of the need for more streamlined, accessible 
documentation for staff, who suggest frontline staff should be involved in improving existing 
documentation protocols and electronic recording systems. Future research could support and 
evaluate such an undertaking.  
In line with Robertson (2018) and Griffiths (2019), views from participants in this 
thesis indicated that developing narratives may introduce significant distress. Future research 
could help to develop a deeper understanding of the possible distress and risks involved in 
formulation as well as what sorts of support should be available in various settings for both 
staff and service users (see Robertson, 2018 and Griffiths, 2019 for suggestions relating to 
peer support workshops).  
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Similarly, future research may investigate how best to support staff, particularly 
HCAs or other staff who are not formally trained, to discuss adverse events or trauma with 
service users. It is likely that even if these staff members are not expected within their roles 
to undertake these types of conversations, they may occur naturally as a result of the time 
they spend with service users and the nature of their relationship. There is a strong possibility 
that learning basic skills such as containment or validation will be useful to prevent 
secondary traumatisation or other negative impacts should a service user disclose adverse 
events.  
Despite overall being reported as accessible and clear, a subset of Stream 2 
participants indicated that for service users who are highly distressed or are experiencing 
depleted cognitive resources, that a more clear version of the PNM should be made available. 
Future research could investigate what this might look like.  
The PNM was developed alongside contributors from a homogenous, white, primarily 
female group. Further consultation with service users from a wider range of cultural 
backgrounds and racialised identities is required to ensure that the PNM addresses wider 
cultural needs and incorporates feedback from a more diverse array of perspectives. The 
acceptability of the PNM would also need to be reassessed with these populations. 
 
10.3.10 Reflection 
This research is ultimately about humane care and the promotion of positive practices 
through the empowerment of staff and service users alike. However, the topic of power in its 
less positive form underlies much of how we talk about mental health, research on mental 
health, and the provision of mental health services. I would be remiss if I did not address how 
it operated within this PhD. At various points of this research journey, being without 
credentials or possessing the right to access the ward setting where this research took place, I 
felt I was in a position of relative powerlessness, or at least at the mercy of gatekeepers. 
However, as this research has been guided by principles of coproduction and involved a 
SUAG, I have also been in positions of relatively higher power or authority. I have had veto 
power in terms of how the research is conducted, what suggestions for change to take more 
seriously or to implement, how often we met, and what the final product looked like. Despite 
my attempts to take a more egalitarian approach, I am aware that my own biases and agendas 
are likely woven throughout this work. In the future, I will ensure a more egalitarian 
approach is taken.  
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 Like this thesis, my worldview has evolved throughout the past several years. As I 
stated in Chapter 1, I began this PhD as uncritically and unreflexively indoctrinated in the 
‘DSM mindset’. Very quickly, however, through exposure to the concept of personal 
recovery and the works of critical researchers, professionals, and most importantly, 
individuals with lived experience, I began to question conventional understandings of ‘mental 
illness.’ I was soon converted to the alternative ‘side’ of the debate. It was within this frame 
of mind that I began the applied phase of my research. My interactions with professionals and 
service users in the applied setting then exposed me to how ideologies can coexist ‘on the 
ground’; this wider range of non-binary perspectives led to my own shift in understanding. 
Seeing recovery, SDM, and PRT practices as well as positive relationships, dignity, and 
warmth in a service ostensibly predicated on psychiatric diagnosis and operating within a 
fundamentally coercive system (inpatient services) forced me to re-examine my assumptions 
once again. Resisting the temptation of conceptualising mental health and ways of 
understanding it as dichotomous, I now endeavour to embrace the complexity of apparently 
contradictory ways of understanding, working, and operating. As is advocated by the critical 
realist paradigm, integrating and evaluating as many perspectives as possible supports a 
better understanding of reality and equips us with a clearer roadmap for change. I believe the 
more we are able to accommodate nuance, individuality, and difference, the more humane 
services and our society can be.   
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Narrative of Project Origins and Journey 
The following section is intended to familiarise the reader with the history of this 
research project, which has involved a winding and occasionally looping journey, ultimately 
concluding with the preceding chapters. My intent is to contextualise the study and convey, 
as well as I can, the challenges of conducting applied research in an NHS setting as an 
‘outsider;’ that is, as a non-mental health professional. I will detail three particular challenges 
that presented throughout the research and occasioned changes in the design, conduct, and 
timeline for the project: coproduction; NHS ethics; and ward recruitment. 
The origins of Enhance are described in Chapter 1. At the suggestion of the 
Enhance steering committee and to support this work by supporting outcomes with an 
academically rigorous evidence base, in 2016 Enhance extended its research programme 
with the present research project, a studentship to investigate the impact of ‘clinical 
formulation’ on rates of restraint in an acute adult inpatient ward within the local NHS 
Trust. The research was to be an applied design, involving both staff and service users in a 
trial to investigate the impact of clinical formulation on outcomes including the use of 
restraint. Aims aside, the design of the research was flexible and left to myself, the 
successful studentship candidate alongside my supervisory team, my primary supervisor 
having been instrumental in the initial conceptualisation and organisation of the 
studentship. I was particularly supported in the early stages of the research by Enhance’s 
founders. While they did not play a major part in shaping the research design, they were 
eager to introduce me to ward gatekeepers and ensure I was provided adequate access to 
participants. One executive made several introductions on my behalf and took an active 
interest in the progress of the research, offering assistance where he could.  
The original design was to involve two phases, which are described below, followed 
by the research aims and questions.  
Phase 1. 
Phase 1 of the study involved a pilot formulation trial to explore its relationship 
between the rate of restraint on the ward as well as individual outcomes for both staff and 
service users. A training package and a formulation model were developed for the purpose of 
this research. Data collected included both figures anonymously extracted from the Trust’s 
computerised incident-recording database called Datix; as well as the collection of self-
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reported questionnaires relating to service-user recovery, wellbeing, and perception of 
treatment; and staff empathy, self-efficacy, and knowledge.  
Phase 2. 
The following phase of the study involved semi-structured interviews with staff and 
service users. These interviews included both staff and service users from the ward which 
participated in Phase 1.  
 
Study Design 
Formulation as a real-life and contextualised practice is an emerging area of research, 
and its impact on the use of restraint and other individual outcomes is not yet well 
understood. Examination of its active ingredients, its causal mechanisms in the form of multi-
context research is required to understand its effects more clearly. The Medical Research 
Council Guidance (MRC) on developing complex intervention (Craig et al., 2008) provided 
direction to the vision of ultimately developing a complex intervention to explore formulation 
and its relationship to restraint.  
This research represents a feasibility study of formulation and its impact on the use of 
restraint. The project entailed the development of a formulation model to build on an 
evidence base for the usefulness of formulation within the inpatient mental health 
environment. The results of this project will determine whether further in-depth studies are 
warranted.  
Feasibility and piloting, as described by Craig and colleagues (2008) is often a 
neglected stage of complex intervention development. This can result in wasted resources, 
time, and a lack of meaningful results due to difficulties in recruitment, delivery method, or 
acceptability which would otherwise be addressed with sufficient piloting stages (Bower et 
al., 2007). In line with the MRC’s recommendations surrounding feasibility research are to 
include both qualitative and quantitative methods to sufficiently explore barriers and response 
rates (Craig et al., 2008), as well as enablers and wider cultural attitudes.  
 
The following research questions were identified: 
1. Does a pilot psychological formulation program lead to a change in the use of 
restraint in an acute psychiatric ward? 
2. Does the pilot psychological formulation program impact measures of service-user 
wellbeing, recovery, and perception of treatment? 
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3. Does the pilot psychological formulation program impact measures of service-
provider knowledge, self-efficacy, and empathy? 
4. What are the enablers and barriers to achieving meaningful psychological 
formulation?  
5. What are service user perspectives on the use of psychological formulation and how 
does this relate to their experiences of treatment on an inpatient ward? 
6. What are mental health practitioner perspectives on the training and use of 
psychological formulation and how does this relate to experience of care provision 
and team working?  
 
Challenge 1 
The first of my particular difficulties presented itself from the beginning of the 
research: coproduction and its representation in my own research. It was essential for this 
research to involve service users as well as practitioners at as many stages as possible, and to 
align with the ethos of coproduction, ‘nothing about us without us.’ At the time I began this 
studentship in January 2017, many of the concepts were new to me. I had not been exposed to 
formulation in any great detail; I knew very little about the NHS and its structure and even 
less about inpatient care; and I was rather intimidated by the professionals and academics I 
was to work alongside. In my research for the application, though, I had learned about the 
idea of coproduction, which was a new concept for me, but seemed obvious upon 
examination: why would you not include service users in research that may be used to impact 
them?  
Thus, from the beginning of my studentship, I worked with local the User and Carer 
Research and Development Manager to access individuals who were interested in 
participating in the research from an advisory perspective and to assemble a SUAG for the 
project. The intention was to recruit the advisory group to assist with the participant-facing 
materials, (including Participant Information Sheets, consent forms), selection of 
questionnaires, interview schedules, analysis, and dissemination. Importantly, the SUAG was 
also to assist with the development of the formulation model. The hope was to recruit a 
diverse advisory group, particularly as the initial intent was to recruit members locally, which 
in the R&D manager’s experience had been majority white and middle class.   
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The difficulty encountered was how challenging and time-consuming it was to recruit for the 
advisory group. Even with the R&D manager’s contacts and her optimism that this project 
with its broad scope for input, there were very few interested candidates and for months, I 
relied on one-off contributions until the assembly of a fairly stable membership of two in 
November 2017, several months after I began the studentship.  
 
Challenge 2 
The second challenge I faced was the NHS ethics procedure. I was particularly 
intimidated by this process: the opacity of it, particularly, as very few individuals in my 
proximity had undergone the procedure and little research exists representing the perspective 
of those applying for NHS ethics approval. This is especially true for research from students’ 
perspectives (Brindley et al., 2020), although researchers conducting low-risk research have 
indicated the process is burdensome to the extent that it stifles the will and passion for 
research in their fields (Jansari et al., 2015; Teijlingen et al., 2008). Those who had first-hand 
experience of ethics committees had very little good to say about them: they were seen as a 
necessary hoop to jump through; an often painful and laborious process that nevertheless 
must be endured in order for the research to proceed.  
At the time I was preparing my application, few University resources to assist with 
the process existed. Being separate from the University’s own ethics process and panels, the 
usual authorities were not able to assist with the difficulty of interpreting the language used 
on the IRAS website, the platform the NHS uses for ethics applications, or answer any other 
questions I was left with, unable to discern answers in the online FAQs and other digital 
assistance. I relied heavily on the Trust’s R&D, who, accurately or not, I did not perceive as 
being ‘on my side’ but rather was acting in the exclusive interest of the Trust. Thus, I felt I 
had little support but my own supervisory team and SUAG. I also found that due to the online 
system and procedures changing throughout the process, I sometimes was not provided with 
accurate information, or was met with uncertainty from those in authority positions. For 
example, the advice from R&D was to list myself as the principal investigator but was told by 
the REC to amend this to my supervisor.  
Surprisingly, it was not the ethics committee itself I had difficulty with: in fact, the 
experience of attending the panel and answering their questions neared enjoyable and I was 
granted approval. They had cogent constructive criticism for me but they also had favourable 
things to say about the research, particularly about the involvement of the SUAG. What 
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caused the most delay, stress, and pressure was the inefficiency and bureaucracy outside of 
the committee itself. The lengthy waiting times; the need to provide minor details; the lack of 
straightforward answers; and the inflexibility of the amendment process all caused 
considerable stress and complication.  
 
Challenge 3 
It was the amendment procedure in particular that caused the biggest inconvenience, 
and this was tied to my third major challenge: that of the difficulty to secure a research 
setting. I had begun the process of recruitment with a clinical psychologist who had begun 
her role around the same time as I had begun recruiting, Site Supervisor One (SS1). She had 
agreed to act as the site supervisor and assisted with the early stages of the formulation model 
development. However, once the ethics approval was granted and it was time to access a 
ward to implement the research, SS1 shared that she would soon be going on maternity leave, 
and that she would be unable to assist me with the implementation of the research. Before she 
left, SS1 did her best to liaise between myself and the acute adult inpatient wards in one of 
the few directly local inpatient ward that was identified as appropriate for this research (the 
standard lengths of stay within the remaining wards were deemed too short-term). I met with 
representatives from the recovery ward alongside SS1; however, although these 
representatives initially agreed to host the research, they did not respond to any of my 
subsequent attempts to proceed with the research. 
As the Trust included another hub where further inpatient units met the research 
setting inclusion criteria (adult acute inpatient wards), on the advice of my supervisory group 
as well as the SUAG, I then decided to get in contact with a clinical psychologist based at the 
hub, Site Supervisor Two (SS2). At the time, this was seen as serving a need in addition to a 
necessary pursuit of available resources as this hub had been expressed as receiving fewer 
research opportunities, had not benefited in the same way from Enhance’s interventions as 
the more directly local wards, and offered a more diverse population of stakeholders, which 
may afford a more complex and perhaps richer opportunity for analysis. SS2 expressed 
enthusiasm to assist and we coordinated a plan for data collection. Responsible for providing 
psychological services to more than one ward, she was able to secure initial agreement for me 
to conduct the research at a medium-term stay adult acute ward at the outside hub, which I 
will call ‘Reedling’ ward here in the interest of anonymity. However, before we were able to 
coordinate a meeting between myself and the ward manager, SS2 informed me the ward 
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manager had retired unexpectedly and provided no notice to other staff members or 
managerial staff. SS2 then approached another ward that met the inclusion criteria, but they 
were unable to support the research due to a lack of capacity; I was then advised to there was 
still hope that Reedling ward could participate if the newly appointed ward manager was 
interested in participating in the research. However, the timeline was still precarious as the 
best-case scenario was that the new ward manager was an internal candidate, in which case 
we would not need to wait for them to be inducted.  
Fortunately, the best-case scenario played out: an internal candidate was hired and 
was interested in participating in the research. Very quickly, myself, SS2, and the ward 
manager met for me to explain the research and, upon determining she was interested, 
organised times for me to attend the ward to discuss the research with the wider team, hoping 
they would then attend the training sessions, which were organised via the ward manager and 
SS2. Given our meeting was short-notice, I was delighted the ward manager was happy to 
proceed with the research before the Christmas break, which felt both personally nerve-
wracking as it gave me little time to prepare, and yet a lifeline for the project’s survival.  
We went ahead with it anyway, although not without a hitch: on the morning of the 
intended first training session, I was informed by the Research and Development manager 
that I required – yet another – letter of access and so negotiated with SS2 for her to deliver 
the training, only for no one to attend this session due to an administrative error.  
The next attempts were more successful: I attended Reedling twice in December 2018 
to carry out the staff training. The ward manager attended the first session and the number of 
attendees including her was 7; at short notice (the morning of the training) the SS2 was not 
available on this day; however, her time-share partner and clinical psychologist was also in 
attendance to assist with clinical queries. This session seemed to be well received and all 
attendees signed the informed consent forms and completed the baseline measures.  
The second session was attended by 9 participants, including SS2. In the session, the 
clinical psychologist indicated she did not believe it appropriate to have participants complete 
the informed consent or baseline measures until after the session. I did not feel it my place to 
challenge this position and did not express my doubt about the advisability of this. The 
general attitude demonstrated by the participants in this session from the outset were 
negative. It was communicated to me that despite my description of the research in my 
introduction meeting that the research was voluntary, the ward manager had made attendance 
mandatory and many staff voiced their resentment of this imposition and of the mixed 
messages. A similar experience was reported by Leamy and colleagues (2014), whose 
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participants expressed resentment and anger regarding a perception of having been ‘forced’ 
to participate in the research. Several times in the session, the conversation veered to 
complaints about how unhappy staff were with the manner in which the ward was being run. 
One participant in particular was vocal and appeared to impact the attitudes of the other 
participants. At the end of the session, led by this participant, not one attendee signed the 
consent form or filled out the baseline measures. After the conclusion of the session and the 
attendees had departed, SS2 shared her discouragement regarding the lack of engagement. 
She transferred roles shortly after this conversation took place.  
Given the disappointingly low numbers at the first two training sessions and there 
being remaining staff members who had not been able to attend the earlier sessions, I agreed 
with the ward manager to arrange a final training session for after the festive break in the new 
2019 year, as well as collecting follow-up data.  
 By February 2019, I had made the decision to exit from Reedling ward due further 
difficulties to establish a plan or timeline and decided to approach the last remaining eligible 
ward in the Trust, the ‘Poppy’ ward (name changed to maintain participants’ anonymity). 
This decision was largely made on the recommendation of my SUAG, who indicated the 
consultant psychiatrist on this ward would be helpful. The turnaround to approach the last 
remaining eligible ward in the Trust was rapid and necessitated an amended research protocol 
due to the new research context, its resources, and my own timeline, which will be described 
below.  
 
Negotiation of Challenges 
 Following my frustrated efforts to engage Reedling, I began negotiating access with 
another ward that was much more receptive and prepared to participate in the research. This 
ward was the only remaining adult inpatient ward within the Trust I had not approached. It 
had initially been discounted as a host given the original focus of the research on restraint and 
the fact that this last remaining ward, a specialist ward for individuals with a diagnosis of 
personality disorder, Poppy. Poppy has just over 10 beds and has approximately 10 staff. 
Poppy offers a year-long treatment of two 6-month rounds of DBT. Note: some details, such 
as the exact number of beds, are not specified to preserve anonymity of the ward.  
 I first contacted the consultant psychiatrist on Poppy ward to ascertain their interest in 
participating in the research and it was to them I reported throughout the process as they 
agreed to act as Site Supervisor Three (SS3). The design of the research as well as the staff 
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training was adapted according to the consultant psychiatrist’s view of what would be 
pragmatic and acceptable to ward staff, including their existing formulation skillset; the time 
possibly spared alongside regular operations; and how many staff could be spared on the 
ward to attend the training.  
 
The most significant changes to the research protocol were: 
1) The elimination of the individual formulation sessions between the service user and 
the clinical psychologist given the absence a clinical psychologist on Poppy ward 
during the time when this research took place. The individual sessions had been 
integral to the previous version to collaboratively implement the formulation model 
developed for the purpose of this research, the ‘Personal Narrative Model’ (PNM) and 
determine the impact of the PNM’s direct application on service user outcomes. The 
new research design left only interviews with both staff and service users, staff 
training, and baseline and post-training measures for staff and service users. This also 
resulted in the rationale for having service users complete questionnaires as 
measuring the indirect impact of the Model given they would not be directly involved 
with the staff training or the Model’s application.  
2) Poppy ward does not, by general rule, use restraint. The shift in what was originally 
the main focus of the research (the examination of the PNM on restraint use) thus 
pivoted to one of experience of treatment and the impact of psychological formulation 
practices.  
 
Less significant changes included: 
1) The addition of a staff focus group following the staff training, moving the staff and 
service user interviews to the beginning of the study;  
2) Shifting what was once a series of one-off 4-hour staff training sessions on the PNM 
to all staff until saturation, instead the training was adapted to four 90-minute 
sessions, each focusing on a distinct element of the Model, its background and 
rationale, and its potential application.  
3) The timescale also needed to be narrowed from three follow-up at 30, 60, and 90 days 
to one follow-up 30 days following the baseline measures.  
4) The number of measures was reduced and, where available, the short version of 
measures replaced their longer counterparts. 
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5) The training needed to be sensitive to the ward’s embedded Dialectical Behaviour 
Therapy treatment programme. 
 
 The amended protocol was submitted for NHS ethics approval in early March 2019 and 
was accepted in late March 2019. Interview schedules were developed alongside SUAG 
recommendations in April and interviews were set up in May 2019. Following these, the 
training programme was adapted to the new setting and implemented in August 2019, with 
service user interviews taking place in September-October 2019.  
 The amendment of the research protocol necessitated a revised theoretical framework 
and an understanding of the therapeutic model to facilitate its implementation in everyday 
practices. This meant learning about Dialectical Behaviour Therapy to describe ways in 
which the formulation model developed align and can be used within this overarching 
theoretical framework. It also meant learning this new ward’s ways of working both to 
determine the format and model of training. Given that the Model was not being directly 
implemented, the training was conceptualised as an opportunity to think collaboratively about 
ways the PNM could be implemented to best meet the needs of both staff and service users. I 
also collaborated with gatekeepers around finding the best times for the staff training and the 
length of the training.  
 Following the amendment of the research design and focus, I faced a large amount of 
uncertainty: although I had redesigned and made the new protocol fit the new setting, 
stakeholders were seemingly satisfied, and in any case the research needed to proceed given 
the limited amount of time I had remaining, I was not convinced of the relevance and 
importance of the newly scaled-back design. I could not seem to fit together the component 
parts in my head, to make sense of the meaning of the project with a macro view; I simply 
could not seem to let go of the initial focus of the study: restraint, and its new focus: 
experience of treatment. In comparison, it felt to me less urgent, a tepid substitute. However, 
it was during a Service User Advisory Meeting analysing the service user interviews that the 
realisation came to me – to us as a group – that indeed, while restraint is an important topic in 
its own right, that it truly was not central to the setting in that several components of the ward 
were operating positively and well enough that outcomes like the lack of use of restraint were 
truly by-products and that without the existing culture and systems operating as they were, 
that it would have been an ill-advisedly context-free approach to simply focus on that one 
outcome measure. The questionnaires I had selected, the themes developed from interviews 
and focus groups, all lent themselves to a wider examination of the components of why the 
THE IMPORTANCE OF BEING HUMANE 
 
 X 
ward was an example of positive care as well as where the gaps were: where the PNM could 
add value and address the needs of stakeholders.  
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PNM Quantitative Outcome Data 
B.1 Introduction 
This phase of the research took place throughout the staff training described in 
Chapter 7 but was removed from the substantive thesis due to insufficient participant 
numbers. This is a ‘quant’ (Creswell, 2017) contribution, as the following results serve to add 
context as well as better situate the results of the qualitative phases of the research (Chapters 
5, 6, and 8). Staff and service users at Poppy ward, who had initially been recruited to 
participate in interviews to explore their experiences of treatment (see Chapters 5 and 6), 
were invited to participate in an evaluation of staff training on the Personal Narrative Model 
(PNM), a psychological formulation model developed for the purpose of this thesis. Here, I 
will explore whether the quantitative, questionnaire-based outcomes from staff and service 
users changed from baseline (T1; before the first staff training session) to Time 2 (T2; after 
the fourth and last staff training session).  
The research question, omitted from the substantive thesis, was, “What is the impact 
of staff training on the PNM and does the pilot psychological formulation program impact 
staff and service user outcomes?” 
 
B.2 Method 
B.2.1 Rationale for Questionnaires and Study Design 
This phase explores the quantitative impact of staff training on the PNM. The intent 
was to investigate service user and staff outcomes through questionnaires taken before and 
after the training, although the design of the training and nature of the research as exploratory 
and collaborative alongside staff members meant that implementation of the Model itself 
depended on staff views and uptake and therefore any impact was expected to be indirect.  
 
B.2.2 Procedure 
I printed copies of the informed consent forms, participant information sheets, the 
demographic questionnaire and outcome measures (see Section B.2.3), as well as a blank 
DBT formulation template and a printed vignette on which to base the formulation. I also 
handed out sign-in sheets each session.  
Data collection occurred at the first training session and the last of the four sessions 
(for a description of the training sessions, see Chapter 7). All participants were reminded 
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their participation in the research was voluntary and gave their informed consent before 
responding to the questionnaires or formulation task. As different participants attended the 
first and fourth session (bar one participant), the informed consent procedure was repeated at 
the fourth session for those participants who were not present at the first session. 
Questionnaire-based data (details below) were collected from staff and service users 
at the time of the first training session as well as 30 days later, at the time of the fourth 
training session. Measures were taken before the first training session began (baseline) and 
again at the end of the fourth training session (T2).  
Issues with data collection during the first session were that the consultant psychiatrist 
and site supervisor was present and flagged that most of the other participants were 
unqualified staff members who would not be sufficiently familiar with the formulation 
process to participate in the baseline formulation task. Thus, this element of the data 
collection was omitted from the baseline measures and renders the later formulations 
completed by participants in the fourth training sessions somewhat irrelevant. The 
inflexibility and time-consuming nature of the NHS ethics approval process meant that 
despite the challenges of collecting meaningful quantitative data, it was not feasible to 
change the protocol once data collection began.  
 
B.2.3 Measures 
B.2.3.1 Mental Health Practitioner Questionnaires. Mental health practitioners 
completed questionnaires at two time-points (see Figure B1 below). Baseline questionnaires 




Summary of Staff Questionnaire Collection at T1 and T2 
Measure T1 T2 
Knowledge X X 
Empathy X X 
Organisational readiness for 
change 
X  
Formulation activity X X 
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At the time of the training, mental health practitioners also completed a demographic 
questionnaire. Staff were also given a formulation template to complete using a service user 
vignette at both time points, although only this was only completed by participants at the 
second time-point. These measures were repeated 30 days following baseline to observe the 
immediate effects of the training. 
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B.2.3.1.1 Knowledge. Knowledge of formulation was measured with a 3-item scale 
developed by myself based on Ravitz and colleagues’ (2014) scale assessing continuing 
education of psychotherapies for applied mental health practitioners (Ravitz, 2014). Items are 
rated on a 5-point scale ranging from 0 (None) to 4 (Very Good). 
B.2.3.1.2 Empathy. Empathy was assessed using the 16-item Empathic Knowledge 
subscale of the valid and reliable Barrett and Lennard Relationship Inventory (BLRI; Barrett-
Lennard, 1986); elimination of superfluous subscales is not unheard of (Hara et al. 2017; 
Suzuki & Farber 2016; Watson et al. 2014). The scale presents a 6-point Likert scale with 
responses ranging from -3 (I strongly feel that is not true) to +3 (I strongly feel that it is true). 
The Barrett-Lennard relationship inventory has high convergent validity with the Working 
Alliance Inventory (Horvath & Greenberg 1989) and the empathy subscale is adequately 
reliable according to a recent study on therapist empathy by Hara and colleague (2017; 
Cronbach’s alpha = 0.94).  
B.2.3.1.3 Organisational Readiness for Change Questionnaire. At baseline, staff 
completed a one-off measure of organizational readiness for change to establish existing 
attitudes towards change which could affect the success of implementation. The measure 
selected, VOCALISE (Laker et al. 2014), is comprised of 18 items, and is rated on a 6-point 
Likert scale ranging from ‘strongly agree’ to ‘strongly disagree.’ VOCALISE (Laker et al. 
2014) was developed for use with nursing staff employed within the inpatient mental health 
ward and demonstrates acceptable criterion validity, with subscale alphas ranging from 0.59 
to 0.73. Reliability is acceptable with an overall Chronbach’s alpha of 0.75. 
B.2.3.1.4 Case Formulation Quality Checklist. To evaluate formulation skills, staff 
were invited to complete a formulation template using a service user vignette. The resulting 
formulations were then evaluated using the revised version (McMurran & Bruford, 2016) of 
McMurran, and colleagues’ (2012) Case Formulation Quality Checklist (CFQC), a 10-item 
checklist that addresses action orientation, coherence, simplicity, and other key indicators of 
a formulation’s quality. The CFQC has been found to have adequate reliability (Minoudis et 
al., 2013) and has been used to evaluate training in previous research (Brown et al., 2016).  
 
B.2.3.2 Service User Questionnaires. The following questionnaires were completed 
by service users at the same two time-points as staff. Baseline questionnaires took 
approximately 30 minutes to complete; follow-up questionnaires took approximately 25 
minutes to complete.  





Summary of Service User Questionnaire Collection at T1 and T2 
Measure T1 T2 
Recovery X X 
Perception of treatment X X 
 
Service user demographics were also taken at baseline. Baseline measures were 
repeated 30 days following baseline to observe the immediate (indirect) effects of the staff 
training, mirroring the time-points for the mental health practitioners. Criteria for the 
selection of measures were that, (1) as far as possible, measures were developed 
collaboratively alongside service users; and (2) measures were brief and accessible, 
minimising the burden of participation on service users who elected to volunteer for the 
research.  
B.2.3.1.1 Recovery. Recovery was assessed using the validated 15-item short version 
of the Questionnaire About the Process of Recovery (QPR; Neil et al., 2009), which was 
developed in collaboration with service-users. Each item is scored using a 5-point Likert 
scale ranging from 0 (disagree strongly) to 4 (agree strongly). It has demonstrated adequate 
reliability and validity (convergent validity was 0.73 and reliability was 0.74; Williams et al., 
2015).  
B.2.3.2 Experience of Treatment. Perception of treatment was assessed using 
Soininen and colleagues’ (2013) Secluded and Restrained Patients’ Perception of their 
Treatment (S/R-PPT). This scale was developed in collaboration with service-users and 
contains 11 items and has been shown to be reliable (alpha coefficient of .916) and valid 
(concurrent validity with the CSQ-8, the Client Satisfaction Questionnaire-8 Japanese version 
of 0.876; Noda et al., 2012). Items are rated on a VAS rating from 1-100 mm, with 0 mm 
indicating ‘strongly agree’ to 100 mm indicating ‘strongly disagree.’ 
 




B.2.4.1 Access to the Ward. This research followed the false start of a larger scale 
project and thus necessitated a substantial ethics amendment to suit the context of the new 
study site. I worked alongside the ward’s gatekeeper, (the consultant psychiatrist and site 
supervisor), to develop a feasible research design. The research protocol, including 
anticipated recruitment numbers, was amended according to projected capacity of the ward to 
participate. The consultant psychiatrist put me in touch with the ward administrator and ward 
manager to coordinate recruitment of the ward staff and service users. The subsequent 
recruitment took place through these channels.  
 
B.2.4.2 Recruitment. Staff and service users from Poppy were invited to participate 
in this research, representing a small population from which to recruit the sample for this 
research. This decision was based on both time and the resources available to carry out this 
dissertation. Recruitment was therefore a convenience (pragmatic) sample. Consultation with 
gatekeepers resulted in agreement on the goal of eight to ten staff members to be recruited 
based on the number of staff members employed on the ward and the ability to support their 
absence during the training. Five to ten service-users were agreed on based on the number of 
service users in residence on the ward as well as their likely capacity to consent to 
participation.  
Attrition due to time commitments, discharge, and other life events is anticipated to 
affect the sample size; however, given the applied nature of the setting, this could not be 
controlled for. However, staff were asked in the initial phase how the training can be tailored 
to suit their needs and were hoped to minimize the risk of drop-out due to training-related 
factors. 
B.2.4.2.1 Staff. For this project, I attended two staff group meetings (one in March, 
2019 and one in May, 2019). I had staff sign up to attend; however, due to difficulties 
scheduling given the ward environment and the nature of rota shifts, and other barriers 
endemic to applied research on an acute ward, not all who signed up attended.  
I also provided the ward manager and administrator with details of the research to 
disseminate in April, 2019. I coordinated with ward manager to attend ward three separate 
days for the training in August for several-hour-long blocks of time. Rooms were booked via 
the ward administrator and the ward manager emailed or announced to the staff team to alert 
them of my being on the ward ahead of each session.  
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B.2.4.2.2 Service Users. Prior to recruitment, I attended a ward community meeting 
attended by all service users and staff to introduce myself to service users as well as explain 
the research and offer an opportunity to answer questions. I also coordinated with the ward 
manager to identify service users who were interested in participating in the research. The 
ward manager explained to all service users the nature of the research and those who were 
interested were invited to attend a meeting with the researcher where they filled out the 
relevant questionnaires and later participated in interviews.  
Service user recruitment was coordinated alongside the ward manager. Through the 
ward manager, a time was established to attend the ward to collect baseline questionnaires 
with service users. Rooms were arranged by the ward administrator. This process was 
repeated for the collection of post-staff training questionnaires.  
When I attended the ward to collect follow-up measures from the service users, I was 
informed by the ward manager that it had been difficult to motivate individuals to participate 
in the research due to recent high-risk events that put the service users off-balance. As an 
outsider, it was also more difficult to recruit service users to engage in the research with me.  
Both data collection phases began with a review of the study procedure and pertinent 
elements of informed consent, such as confidentiality and the option to withdraw at any time.  
 
B.2.4.3 Inclusion Criteria. The main requirement for participation in the research 
was that individuals were either staff whose remit involved direct contact with service users 
(both qualified and unqualified) or receiving treatment on the host ward. The ward manager 




The intervention, staff training on the PNM, is described in detail in Chapter 7.  
 
B.2.6 Research Governance and Ethics 
Approval for this research was granted by the REC Committee North West – Liverpool East. 
 
B.2.7 Analysis 
The original plan for the statistical analysis was for inferential statistical analyses to 
be conducted on the questionnaire data and formulation skill assessments collected. Provided 
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the data collected were normally distributed, paired t-tests will be used to compare 
assessments at baseline and at follow-up. If the data are not normally distributed, an 
alternative non-parametric test will be used. Given the interest in different outcomes for 
service users and staff, results for the two groups will be analysed separately but using the 
same statistical tests. 
As the number of attendees who attended both the baseline and final training when 
the follow-up measures were again taken, however (n=1), a repeated-measures t-test was not 
appropriate. As the numbers were low (n < 10), the decision was made not to analyse the data 
using inferential statistics, as some researchers believe this can result in biased conclusions 
(Eldridge et al., 2016). Instead, descriptive statistics were used, as they are considered more 
exploratory and less conclusive (Paterson, 2018).   
 
B.2.7.1 Descriptive Statistics. A statistician was consulted relating to the optimal 
analysis of the data collected; descriptive statistics were confirmed as the optimal means by 
which to identify whether any change to the outcome scores were in the anticipated direction, 
and confidence intervals represent the main focus of this study. No formal statistical 
significance tests were conducted (Eldridge et al., 2016; Lancaster, 2015; Lancaster et al., 
2004). Means, standard deviations (SD), change in mean scores (SD) and standardised mean 
difference (SMD) are presented. Interpretation of SMDs were made via Cohen's index 
(1988): 0.2 indicates a small effect, 0.5 a medium effect and 0.8 a large effect. Data were 
analysed using IBM SPSS Statistics Version 26 (Statistical Package for the Social Sciences, 




B.3.1.1 Staff. Sample characteristics varied at baseline and the final training session, 
particularly for staff. This was an unintended and unexpected result of the staff rota, the 
demands for support in a busy ward environment, and the resources available to facilitate a 
more extensive training implementation programme. Sample characteristics at each phase for 
both service users and staff are presented.  
At T1, data was collected from seven participants total. Demographics for one 
participant was missing. Four participants identified as female and two male. Participants 
comprised of one clinical nurse specialist, one consultant psychiatrist, two HCAs, one 
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recovery worker, and one peer support worker. The average age of participants was 36.17 
ranging from 23 to 47. The average number of years of training was four (ranging from 0 to 
15 years); and an average of 10.4 years of clinical work experience (ranging from 0 to 15 
years). Time in current role averaged 4.33, ranging from .17 to 12 years and time working at 
Poppy averaged 2.20 years (ranging from .17 to 4.17 years).  
At T2, data was collected from nine participants. Demographics from three 
participants are missing. Of those who provided demographic data, three identified as female 
and three as male. One clinical nurse specialist, one deputy ward manager, one trainee 
nursing associate, two nurses and one HCA took part. The average age was 35.5 (range of 25 
to 47), and the average years of training was 5.60, ranging from 2 to 17 years. Clinical work 
experience averaged 5.44 (ranging from .25 to 12 years) and years in current role averaged 
3.14 (ranging from .25 to 12 years). Time working at Poppy averaged 2.14 years with a range 
of .25 to 4 years.  
 
B.3.1.2 Service Users. All service users at Poppy identify as female. Three 
participants took part in T1, including one service user with a diagnosis of BPD, one service 
user with a diagnosis of BPD and complex PTSD and one service user with a diagnosis of 
BPD and autism. Participants were ages 22, 25, and 24.  
Three participants took part in T2. Two participants from T1 took part and the third, 
new participant did not provide demographic data.  
 
B.3.2 Staff Outcomes 
A summary of staff outcomes from baseline and post-training (T1 and T2) is provided 
in Table B3.  
 
Table B3  
Summary of T1 to T2 Changes 
Outcome Group n Mean Mean 
change 
g (95% CI) 
VOCALISE T1 7 64.8571429   
Knowledge T1 5 5 1.8333 -0.511 (-
2.449, 
1.427) 
 T2 6 6.8333  
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BLRI T1 5 8.6000 1.5667 -0.182 (-
4.835, 
4.471) 
 T2 6 10.1667  
CFQC T2 5 31.6 
 
  
Note. VOCALISE; Knowledge questionnaire; BLRI (Barrett-Lennard Relationship 
Inventory); CFQC (Case Formulation Quality Checklist); Standard deviation (SD).  
 
B.3.2.1 Organisational Readiness for Change. Staff responded to the measure of 
organisational readiness for change, VOCALISE (Laker et al., 2014) at baseline only. This 
was a flaw of the research design as different staff members attended different training 
sessions and therefore, not all staff who participated in the training provided a response to 
this measure. Therefore, caution must be exercised in interpreting the mean score from the 
seven staff members who provided a response, which was 64.86. According to Laker, Cella, 
Callard, and Wykes (2019), scores higher than 63 indicate negative perceptions of change.  
 
B.3.2.2 Knowledge of Formulation. Difference in staff mean scores on knowledge 
of formulation also increased, which was in the expected direction.  
 
B.3.2.3 Empathy. The empathy score (BLRI; Barrett-Lennard, 1986) increased 
between baseline and T2. Of note, one staff member’s BLRI score was significantly higher 
than the rest at T2 (score of 31 compared to next highest score of 9). This may have inflated 
the T2 mean and skewed the mean change score in a positive direction.  
 
B.3.2.4 Formulation Quality. Due to a change to the data collection procedure at the 
time the remaining baseline measures were taken, the Case Formulation Quality Checklist 
(CFQC) was only assessed at T2. Unlike Brown et al., (2018) formulations were rated by the 
myself. I have not undergone extensive training in formulation evaluation and therefore, the 5 
formulations produced by staff attendees were not compared to a ‘gold standard’ based on the 
vignettes provided. Unfortunately, as formulation quality was not assessed at baseline, a 
comparison cannot be performed.  
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B.3.3 Service user outcomes. 
 
 
Note. QPR (Questionnaire about the Process of Recovery); SR-PPT (Secluded/Restrained 
Patients’ Perception of their Treatment); Standard deviation (SD).  
 
B.3.2.2 Recovery. The mean recovery score decreased marginally between baseline 
and T2.  
 
B.3.2.3Experience of treatment. The mean service user experience of treatment 
score increased marginally between baseline and T2.  
 
B.4 Discussion 
The operation of the ward, the design of the research, and the resources available to 
me posed barriers to the meaningful implementation of the PNM on Poppy ward. The very 
small number of different staff members attending each training session and subsequently 
responding to the outcome measures creates difficulties in interpreting what data I was able 
to collect. The limited attendance at the staff training also restricted the implications for the 
training for service user treatment, as in order for the PNM to be put into action, attendance at 
all training sessions would likely have been required. This had knock-on effects for the 
impact of the staff training on service users. The limited outcome data that was collected 
appears to reflect this. 
In terms of service user outcomes, again although low sample size greatly reduces the 
ability to draw conclusions from the resulting measures, contextual information noted in my 
research diary may serve to explain one of the negative directions of outcomes (recovery). At 
the time I attended the ward at T2, the ward manager noted that a disruption in the ward 
milieu had made recruitment difficult; this may have also impacted on self-reported recovery. 
Outcome Group n Mean SD g (95% CI) 
QPR T1 3 36.6667 6.50641 0.304 (-
7.419, 
8.027) 
 T2 3 33 12.00 
SRPPT T1 3 629.6667 76.22554 -0.059 (-
155.171, 
155.053) 
 T2 3 644 263.34008 
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Although limited conclusions can be made based on the qualitative results presented 
here, the direction of mean change in staff knowledge of formulation scores and empathy 
between baseline and T2 are encouraging, as is the T2 formulation quality score.  Compared 
to Brown and colleagues’ (2018) scores, the T2 mean formulation scores in this study were 
very high. This may be a product of my own inexperience in scoring, assigning inflated 
scores to participants’ formulations. Another possible explanation is that staff participating in 
the present research are mental health practitioners on a ward that implements DBT and 
ensures most, if not all staff, are trained in its principles while the participants in Brown’s 
(2016) study were probation officers and thus may have had limited exposure to formulation 
practices. Thus, baseline understanding of formulation principles may have been higher in the 
participants in this study. However, the impact of the training cannot be ruled out.  
To contextualise staff outcome scores and explore their views of the PNM as well as 
how other research with a similar remit, timeline, and available resources to the present study 
could address the barriers I encountered with this phase of the research, a staff focus group 
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The Personal Narrative Model Guide 
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The Personal Narrative Model Template 
Figure F1 
 
Strengths and Resources 
Try to think about your positive experiences, qualities, skills, and resources 














Using the box below, you will describe what has happened to them leading up to your 










What sense did you make of your past experiences? Again, 1-2 you are to think of 1-2 













Think together about how your past experiences and the meaning you took from them 
are affecting you currently (what your current problems are). Again, try to think of 1-



















Ways of Coping 
What are your coping strategies? In other words, how are you protecting yourself? 
The purpose of each of these reactions is survival, and so is by definition a strength, 













What are the important areas of your life? Would you like to change anything about 
it/them? What would you like to change? What support do you have 















Quantitative Acceptability Questionnaire Results 
Quantitative Acceptability Questionnaire Results 
Questionnaire 
item 
Freq (%) Freq (%) Freq (%) Freq (%) Freq (%) Freq (%) Freq (%) 
How acceptable 
would you find 

















8 (66.7) 4 (33.3)      
Lived 
experience 
5 (35.7) 9 (64.3)      
How consistent 

























7 (58.3) 3 (25.0) 2 (16.7)     
Lived 
experience 
4 (28.6) 6 (42.9) 4 (28.6)     
To what extent 
do you think 

























2 (16.7) 3 (25.0)  4 (33.3) 2 (16.7) 1 (8.3)  
Lived 
experience 
6 (42.9) 4 (28.6)  3 (21.4) 1 (7.1)   
How much do 
you like the 















Do not like 










6 (42.9) 7 (50)  1 (7.1)    
How effective 
do you think the 




















5 (41.7) 7 (58.3)      
Lived 
experience 
6 (42.9) 8 (57.1)      
How likely is 























6 (50) 5 (41.7) 1 (8.3)     
Lived 
experience 
4 (28.6) 9 (64.3) 1 (7.1)     
To what extent 
do you think 
downsides are 
likely to result 



























3 (25.0) 4 (33.3) 3 (25)  1 (8.3) 1 (8.3)  
Lived 
experience 
3 (21.4) 6 (42.9) 4 (28.6)  1 (7.1)   
How much 
discomfort do 
you think is 























1 (8.3) 5 (41.7) 3 (25.0) 3 (25.0)    
Lived 
experience 
2 (14.3) 6 (42.9) 3 (21.4) 3 (21.4)    
Overall, what is 
your general 
























Online Acceptability Video Screenshots and Links 
Figure H1 
































Video 2 link 
 
https://youtu.be/U5aXRtmsPmY 
 
